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EXPLORING  THE  PROCESS  OF  CHANGE  AND  ACCEPTABLITY  OF 
MINDFULNESS 
by Ruchika Sinha Walton 
Mindfulness is becoming an increasingly popular intervention for affective 
disorders, such as depression.  Mindfulness Based Cognitive Therapy 
(MBCT) is evidenced as being an effective intervention for reducing 
depressive relapse for people with three or more episodes of depression.  
Little is known about how mindfulness actually works and how it reduces 
depressive relapse.  Research has started exploring the mechanisms of 
change within mindfulness.  The literature review will explore the evidence 
base for mechanisms of mindfulness and how this is currently understood.   
The literature supporting MBCT as an effective intervention focuses on 
working age adults (18 – 64 years) whilst very few studies explore 
mindfulness as an intervention for older adults (over 65 years).  Depression 
is prevalent in the older adult population and any potentially beneficial 
interventions should be considered for this cohort.  The empirical paper 
focused on a mixed method design which explored the acceptability of 
mindfulness for older adults with depression.  The qualitative sample, were 
interviewed before and after attending two introductory mindfulness group 
sessions.  The transcripts were analysed using inductive thematic analysis 
which identified six main themes: Life Cycle Changes, Relationships, 
Depression, Treatment, Attitudes Towards Mindfulness and Mindfulness 
Sessions.  The themes were used to develop some survey items to explore 
attitudes towards mindfulness within the older adult population.  The findings 
suggest that mindfulness could be acceptable for older adults with recurrent 
depression. 4 
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Abstract 
Mindfulness is an increasingly popular intervention for several difficulties.  
Mindfulness Based Cognitive Therapy (MBCT) is evidenced as being an 
effective intervention for reducing depressive relapse for people with three or 
more episodes of depression.  Little is known about how mindfulness actually 
works and how it reduces depressive relapse.  Research has started 
exploring the mechanisms of change within mindfulness.  There is evidence 
to suggest that rumination, a maintaining factor of depression, is incongruent 
with being mindful. Mindfulness encourages acceptance of self and 
cognitions as mental processes, rather than true representations of self.  
Other studies go further to identify self discrepancy as a root cause of 
depression where a process of ‘reperceiving or reperception’ through 
mindfulness can reduce distress.  The focus of this review is to explore the 
evidence base for mechanisms of mindfulness and how this is currently 
understood.  
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Introduction 
According to mental health statistics, approximately 1 in 4 adults in the 
UK will experience mental health problems each year (Singleton & Lewis, 
2003).  Depression occurs in people of all ages, gender and socio-economic 
status (Singleton, Bumpstead, O'Brien, Lee, & Meltzer, 2003).  The 
prevalence of depression is currently the fourth contributor to global burden 
of disease and is estimated to become the second contributor by 2020 
(WHO, 2012).  Depression is a debilitating disorder which can have lifelong 
implications for sufferers (WHO, 2012).  Even after receiving effective 
treatment, relapse rates for people with recurrent depression are 
approximately 80% (Kupfer et al., 1992) therefore effective interventions are 
vital in order to reduce depression and relapse.   
Focus of this review 
This review will focus on exploring the mechanisms of change in 
mindfulness for depression, whilst borrowing some findings from other 
studies on mindfulness.  Being mindful is an intentional process, where the 
individual focuses their attention on internal and external experiences within 
a given moment, without judgement (Kabat-Zinn, 1994).  While literature on 
the efficacy of mindfulness based interventions for recurrent (three or more 
episodes) depression (for example; Barnhofer et al., 2009; Kenny & Williams, 
2007; Ma & Teasdale, 2004; J.D. Teasdale et al., 2000) is available, we do 
not yet know about the mechanisms of mindfulness which influence change.  
A number of trials have attempted to address the mechanism(s) of change in 
mindfulness rather than examining its efficacy through pre and post 18 
 
outcomes, for example the Chadwick, Barnbrook & Newman-Taylor (2007) 
paper which comments on the process of change.  Other papers focus on 
how mindfulness is taught, i.e. groups or individually and the efficacy of 
mindfulness. This review will focus on the mechanisms of change in 
mindfulness, particularly focusing on how mindfulness influences depression.  
There are numerous measures of mindfulness which may indicate change 
mechanisms and this review will explore some of the measures used in 
mindfulness.   
In order to review mechanisms of change in mindfulness for recurrent 
depression, evidence from randomised control trials (RCTs), and meta-
analyses will be studied.  RCTs, are considered to be the ‘gold standard’ of 
research evidence, as they identify whether interventions are effective 
through random condition allocation, thereby removing any selection bias 
(Sibbald & Roland, 1998).  Meta-analyses provide collective evidence from a 
number of studies to examine the efficacy of a particular intervention.  This 
review of the current literature, will also acknowledge intervention effect sizes 
(Cohen, 1998) and clinically significant change (i.e. large effect sizes may 
indicate clinically significant change), and end-state functioning (Jacobson & 
Truax, 1991).   
The literature considered in this review will include large sample 
studies as well as smaller samples and individual case studies.  The general 
search criteria used for this literature review included: mindfulness; 
mechanisms of change; process of change; change in depression; change in 
mindfulness; depression; recurrent depression; adults and older adults.  The 
computer search focused on the PsycInfo and EBSCOhost databases. 19 
 
Studies involving children and adolescents were excluded from this review 
as the main focus was on adults and the older adult population.  Both 
qualitative and quantitative studies were included as both present important 
findings.  Quantitative studies allow statistical analysis of data from large 
samples and can identify clinically significant change or effect size (ES) of an 
intervention (Jacobson & Truax, 1991) which may imply treatment efficacy.  
Qualitative studies focus on collecting rich data from a smaller sample of 
participants by focusing on particular phenomena.  Qualitative and 
quantitative research methods can complement each other and can provide 
a holistic review of mindfulness mechanisms (Sofaer, 1999).  The studies 
included in this review have been chosen for their significance. 
Depression 
The Diagnostic and Statistical Manual of Mental Disorders-Fourth 
edition-Text Revision (APA, 2000) and International Classification of 
Diseases-Tenth Edition (WHO, 2007) are commonly used within the scientific 
literature on depression.  The symptoms of depression include: 
low/depressed mood (i.e. feeling sad and empty); a reduced interest in 
activities; disturbed sleep; lethargy; difficulties with concentration and 
attention; and suicidal thoughts or intentions.  In order to receive a diagnosis 
of depression, the individual has to experience five or more of the above 
symptoms over a two week period which results in a change in the persons’ 
normal functioning.  Recurrent depression is where an individual experiences 
more than one episode of depression (APA, 2000; WHO, 2007).  
Furthermore a diagnosis of depression is not simply reliant on a count of 20 
 
symptoms, emphasis is placed on the impact symptoms have on functioning 
(NICE, 2009).    
The National Institute for Clinical Excellence (NICE), advises mental 
health professionals on the best standards of clinical practice following 
comprehensive reviews of evidence for particular disorders and interventions 
(NICE, 2012).  NICE recommends a stepped care approach for depression.  
For mild to moderate depression the intervention options are; individual self-
help using Cognitive Behavioural Therapy (CBT) techniques, group physical 
activity or Computerised CBT (CCBT).  Anti-depressants are not considered 
for a mild to moderate presentation of depression unless the individual has a 
history of depression (moderate to severe), symptoms are persistent over 
two years or the above interventions are not effective.  For people with 
moderate to severe depression a combined intervention of anti-depressants 
and high intensity CBT or Interpersonal Therapy (IPT) is offered.  In order to 
reduce risk of relapse individuals are encouraged to continue taking their 
anti-depressant medication for six months following an episode of 
depression.  For people who have relapsed whilst taking anti-depressant 
medication, or who are unable to take anti-depressant medication and still 
experience depressive symptoms, they are to be offered psychological 
intervention, such as individual CBT.  Mindfulness-Based-Cognitive-Therapy 
(MBCT) is an option for individuals who are currently not depressed with a 
history of three or more episodes of depression (NICE, 2009).  
The features of depression which may change as a result of 
mindfulness training include: cognitive reactivity with awareness of mental 
processes or thought suppression or avoidance; rumination or negative 21 
 
cognitions; self discrepancy; self compassion and self acceptance (Z. V. 
Segal, Williams, Teasdale, & Gemar, 1996; Teasdale, Segal, & Williams, 
1995).  This review will endeavour to focus on studies exploring depression 
as this is a pertinent area for mental health intervention, where further 
understanding of treatment and relapse prevention is necessary.  However 
as the current literature on mechanisms of change within mindfulness for 
depression is scarce and still developing, this review will also include studies 
from cross- diagnostic categories and multi-disciplinary perspectives. 
Mindfulness 
Mindfulness is best defined by Jon Kabat-Zinn as follows:  
“mindfulness means paying attention in a particular way: on purpose, in the 
present moment, and non-judgementally.  This kind of attention nurtures 
greater awareness, clarity and acceptance of present-moment reality” 
(Kabat-Zinn, 1994, p.4).  Mindfulness, as defined above, is ‘being’ rather 
than ‘doing’. Increasing awareness of the present moment can be practiced 
through several meditation exercises, such as: mindful breathing; body scan; 
mindfulness of thoughts; feelings and physical sensations; de-centering, 
where the individual learns to perceive their cognitions and emotions as 
mental processes rather than true reflections of themselves (Fresco et al., 
2007), and acceptance of what is being experienced in the body (Lau & 
McMain, 2005; Teasdale, et al., 1995). 
Evidence for the efficacy of mindfulness-based interventions 
Mindfulness-based stress reduction (MBSR) was developed by Jon 
Kabat-Zinn and combines mindfulness meditation and yoga (1982).  MBSR 22 
 
was initially used for people with chronic pain who attended a 10-week 
course of MBSR as other interventions had not been effective.  Following the 
MBSR group there were significant reductions in reported pain and positive 
impact on mood (Kabat-Zinn, 1982).  MBSR has been evidenced as an 
effective intervention (P. Grossman, L. Niemann, S. Schmidt, & H. Walach, 
2004; Miller, Fletcher, & Kabat-Zinn, 1995).  
An empirical review by Baer (2003) using meta-analytical principles 
analysed 21 cross-diagnostic studies in order to explore mindfulness as a 
clinical intervention.  The findings from this review suggest that the treatment 
of various mental health problems, i.e. anxiety, chronic pain, depression and 
medical disorders such as fibromyalgia, could be enhanced through 
mindfulness-based interventions.  However several of the studies included in 
Baer’s (2003) review had methodological limitations, for example not all 
studies (over half) reported participant retention rates therefore it is not 
possible to conclude that all participants continued or benefitted from a 
mindfulness-based program.  It is also unclear whether participants dropped 
out of the trial due to mindfulness or other factors (Baer, 2003). 
Findings from a clinical sample study of people with cancer supports 
the notion that greater mindfulness is associated with reduced adverse mood 
such as stress. Forty one cancer (early stage breast or prostate cancer) 
patients were enrolled in an eight week MBSR course.  Post intervention 
measures indicate increased levels of mindfulness were related to reduced 
levels of stress and mood disturbance  (Brown & Ryan, 2003).  
 23 
 
Mindfulness Based Cognitive Therapy (MBCT) 
Before mindfulness based therapies became popular, interventions 
relied upon cognitive therapies to reduce depression and depressive relapse.  
Cognitive therapy aims to address the association between thoughts, 
feelings and behaviour which are pertinent in depression (Beck, Rush, Shaw, 
& Emery, 1979).  There is evidence to suggest that addressing thoughts and 
behaviours effectively impacts on depression (feelings) through protecting 
against relapse (for example, Scott, Palmer, Paykel, Teasdale, & Hayhurst, 
2003).  Cognitive therapy aims to alter the thought patterns which emerge 
during negative mood states.  The individual learns how to have control over 
their behaviour as they learn to perceive their thoughts as mental processes 
rather than reality.  Critics have suggested that although cognitive therapy is 
efficacious for reducing depression and preventing depressive relapse, it is 
also heavily reliant on the therapist to guide therapy, which may be difficult to 
access due to long waiting lists (Kenny & Williams, 2007).  Cognitive therapy 
is also reliant on the individual to be experiencing depressed mood in order 
for the cognitive techniques to be applied (Teasdale, et al., 1995).  This may 
be paradoxical, as depression can often be debilitating for the individual 
therefore preventing them from accessing therapy and therapists when they 
are experiencing depression.  Mindfulness principles are similar to cognitive 
therapy as both perceive thoughts as processes in the brain rather than 
reality, which is often the cause of distress for people with depression, i.e. “I 
am unlovable” (Teasdale, et al., 1995).  Mindfulness can be applied more 
generally, in that it can be initiated by the individual, in any situation or 
location and it is applicable to any mood state, i.e. depressed or non 24 
 
depressed states (Kabat-Zinn, Lipworth, Burney, & Sellers, 1987).  MBCT 
emphasises awareness and acceptance of negative cognitions and affect, 
rather than changing beliefs about thoughts as is emphasised in CBT.  
Individuals are also thought to benefit from recognising the impact their 
thoughts have on their mood and behaviour; and in addition learn about their 
early warning signs of potential depressive relapse (Teasdale, et al., 1995).  
Mindfulness in its essence has a protective nature against depressive 
relapse.   
It is theorised that when an individual is depressed, an association 
between depressed mood and negative thinking develops, and is 
strengthened with every episode of depression (Z. V. Segal, et al., 1996; 
Teasdale, et al., 1995).  As the association between negative cognitions and 
mood strengthens the likelihood of depressive relapse/recurrence increases 
and becomes more automatic due to the associated links, rather than being 
triggered by external events (Z. V. Segal, et al., 1996; Teasdale, et al., 
1995).  Mindful principles were combined with CBT in order to address the 
cognitive vulnerabilities of depression which leave individuals prone to 
depressive relapse. MBCT continues to promote a non-judgemental stance 
on experiences such as thoughts, feelings and physical sensations 
(Teasdale, et al., 1995).  Research, supports the efficacy of mindfulness 
based approaches (Bear, 2003; P. Grossman, et al., 2004; Reibel, Greeson, 
Brainard, & Rosenzweig, 2001) such as mindfulness-based cognitive therapy 
(MBCT). 
MBCT combines elements of Cognitive Behavioural Therapy (CBT) 
(Beck, et al., 1979) and MBSR (Kabat-Zinn, 1990).  MBCT typically occurs 25 
 
over eight weekly group sessions (two to three hours in duration), where 
members participate in meditation exercises which are aimed at heightening 
awareness of the present moment (thoughts, feelings and physical 
sensations) in a non-judgemental manner.  Homework (practice of mindful 
exercises) are designed to assimilate awareness skills into daily activities 
outside of the group sessions and promote generalisibility of mindfulness in 
daily life (Z. V. Segal, Williams, & Teasdale, 2002a; J.D. Teasdale, et al., 
2000).  
MBCT Efficacy  
A study where 49 out of 50 individuals completed an MBCT course 
showed significant reductions in depression, as rated on the Beck 
Depression Inventory-Second Edition (BDI-II) pre and post intervention 
(Kenny & Williams, 2007).  Given that clients were still struggling with 
depression having received previous (ineffective) interventions (CBT and/or 
anti-depressant medication), it is possible that this sample were more 
motivated to try a new intervention, thus retention in this study was 
particularly good.  However the findings may therefore not be generalisable 
to other populations where individuals may not have tried CBT or medication 
prior to mindfulness.  Furthermore participants in this study self-elected to 
participate which could again demonstrate more motivation and/or insight in 
comparison to people who are referred by their mental health professionals.  
In addition participants were asked to rate the importance of the MBCT group 
to them, the majority, (83%) rated the group as 7 or over (10 being the 
maximum).  This also suggests that participants may have been seeking and 26 
 
accepting of any alternative treatment for their depression (Kenny & 
Williams, 2007). 
Teasdale and colleagues randomly allocated 145 participants with 
recurrent depression to treatment as usual (TAU) or MBCT.  In participants 
with a history of three or more episodes of depression (77% of the sample) 
MBCT significantly reduced the risk of relapse with medium (.53) effect size 
(Cohen, 1998; J.D. Teasdale, et al., 2000).  The findings however do not 
account for the impact of group processes or group dynamics including 
facilitator interaction and/or attention which may have impacted on 
depressive relapse.  Furthermore although participants were randomly 
allocated to TAU or MBCT condition they initially self-elected to participate in 
this study which suggests these individuals were motivated to try a new 
intervention, which in itself may have skewed the findings (J.D. Teasdale, et 
al., 2000).  
Research has identified that MBCT significantly reduces the risk of 
depressive relapse and recurrence for people with a history of three or more 
episodes (Kingston, Dooley, Bates, Lawlor, & Malone, 2007; Kuyken et al., 
2008; Ma & Teasdale, 2004; Z. V. Segal, et al., 2002a; J.D. Teasdale, et al., 
2000).  Researchers suggest that links between depressed mood and 
negative thinking patterns are developed and strengthened with each 
episode of depression (the more episodes a person experiences the more 
likely and automatic depressive relapse is).  As MBCT encourages people to 
refrain from habitual depressive patterns in order to prevent depressive 
relapse this may go some way to explain why MBCT is evidenced as an 
effective intervention for people with three or more episodes.  MBCT has not 27 
 
been evidenced as being effective for preventing relapse in people with two 
or more episodes of depression as the links between thoughts and 
depressed mood are thought to not be as well established as with three or 
more episodes (J.D. Teasdale, et al., 2000).  The findings from this study are 
limited as it is unclear whether the benefits were as a result of MBCT or other 
factors such as being in a group. Future research would need to explore 
these factors further in order to identify the effective component(s).  
MBCT aims to increase awareness of, and association towards 
thoughts and feelings which in turn impacts on behaviour.  The philosophy 
behind MBCT is to allow the person to be de-centered from their negative 
cognitions, which are key factors in relapse, in order to re-assess these as 
mental processes and not as fact or truth (Lau & McMain, 2005).  
Borrowing findings from an oncology study, MBCT lead to clinically 
significant change for people with a diagnosis of cancer.  In this study 115 
participants were randomly allocated to either wait-list or MBCT group 
treatment.  Measures at baseline, post intervention and at three-month 
follow-up indicated those who attended the MBCT group had significant and 
large changes in mindfulness (ES 0.55), depression (ES 0.83), anxiety (ES 
0.59), distress (ES 0.53) and medium effect on improved quality of life (ES 
0.30) in comparison to those in the wait-list group.  Similar improvements 
were found for the wait-list group following MBCT (Foley, Baillie, Huxter, 
Price, & Sinclair, 2010).  It is interesting to note that MBCT had the most 
significant impact on depression, largest effect size (0.83), which implies 
MBCT as efficacious for reducing depression however it is not possible to 
conclude the long term effects of MBCT as follow-up was only conducted at 28 
 
three months.  Replication studies could identify longer term effects of 
MBCT. 
Qualitative findings using content analysis has suggested MBCT was 
accepted by the sample and individuals acknowledged alterations in their 
thinking style, feeling and relationships with others (Cebolla Martí & Miró 
Barrachina, 2009).  Further qualitative studies on mindfulness may uncover 
further processes of change within mindfulness as the focus is on the 
individuals’ experience. 
Measures of mindfulness 
Before exploring the process of change within mindfulness, this 
section will describe some measures of mindfulness which are used within 
research and explore what they tell us about change processes in 
mindfulness.  Exploring features of mindfulness through these measures 
could help identify how these are associated with psychological wellbeing.  
Freiburg Mindfulness Inventory (FMI) is a reliable 30 item (long form), 
14 item (short form) measure of mindfulness.  The long form is designed for 
people with knowledge of mindfulness principles, whereas the short form is 
designed for populations who do not have previous knowledge of Buddhist 
principles.  FMI, both long and short forms, have good internal consistency 
and are reliable measures of mindfulness.  In addition both forms have 
validity in German and English.  The authors propose tentative dimensions: 
mindful presence: non-judgemental acceptance: openness to experience and 
insight: although the analysis did not identify these as individual factors and it 29 
 
is recommended to consider mindfulness as holistic by using a single total 
score (Walach, Buchheld, Buttenmuller, Kleinknecht, & Schmidt, 2006).  
Five Facet Mindfulness Questionnaire (FFMQ) is a 39 item self-report 
measure.  The FFMQ consists of five subscales: observing, describing, 
acting with awareness, non-judging of inner experience, and non-reactivity to 
inner experience (Baer, Smith, Hopkins, Krietemeyer, & Toney, 2006). 
Research supports the FFMQ as a valid and reliable measure for several 
populations.  Findings indicate that meditation nurtures mindfulness skills 
which are measured by the FFMQ and are predictive of well-being and 
psychological adjustment (Baer, 2008).   
The Mindful Attention Awareness Scale (MAAS) is a 15 item self-
report measure focusing on mindfulness of the here and now experience.  
Research suggests that both state and dispositional (ability to remain in 
mindful states over time) mindfulness influence psychological wellbeing and 
positive emotions (Brown & Ryan, 2003).  The MAAS is considered as a 
useful measure of change processes in mindfulness (Dobkin, 2008).  
Southampton Mindfulness Questionnaire (SMQ) is an internally 
reliable 16 item self report measure of mindful awareness of distressing 
images and thoughts.  The SMQ focuses on mindful observation, non-
judgement, non-aversion and letting go, although authors suggest using the 
total score (R. A. Baer, Walsh, & Lykins, 2009).  The SMQ is comparable 
with other mindfulness measures (Chadwick et al., 2008).  
Process of change within mindfulness  30 
 
The following section will explore the process of change within 
mindfulness.  The following concepts will be explored: self discrepancy; 
cognitive reactivity and increased awareness of mental processes; cognitive 
mechanisms and rumination and cognitive avoidance.  Followed by, an 
exploration of: self compassion; self acceptance and finally a review of the 
literature on mindfulness for older adults (over 65 years). 
Self Discrepancy 
Self discrepancy is where a person compares their current perceived 
state (sense of self) with another or other desired states (Teasdale, 1999).  
This is hypothesised as a major maintaining factor in recurrent depression as 
people with depression consider there to be large discrepancies between 
their ideal self and actual self (Strauman et al., 2001).  MBCT may prevent 
self-discrepancy from being triggered therefore lowering the risk of 
depressive relapse (Crane et al., 2008).  
A qualitative study, using interpretative phenomenological analysis 
(IPA) exploring six individuals’ experiences of psychological change has 
identified themes of hopelessness and control: avoidance; acceptance and 
insight (Higginson & Mansell, 2008).  The themes within this study propose 
acceptance and mindfulness as being imperative for psychological change 
and recovery.  The authors go on to discuss Perceptual Control Theory 
(PCT) in relation to the study findings; PCT suggests that psychological 
distress is a result of conflicts in control systems which override the persons’ 
ability (sense of self) to achieve personal goals.  When the person becomes 
aware of their conflicts they develop insight into their difficulties and this is 31 
 
known as ‘reorganisation’ which helps the person perceive their difficulties 
differently (Higginson & Mansell, 2008).   
Shapiro and colleagues propose a theory which may explain the 
mechanisms of mindfulness.  Their concept focuses on the interaction 
between Intention, Attention and Attitude-IAA (Shapiro, Carlson, Astin, & 
Freedman, 2006).  IAA is proposed by the authors as being interconnected 
components of mindfulness which occur simultaneously.  Through 
“intentionally (I) attending (A) with openness and non-judgementalness (A) 
leads to a significant shift in perspective which we (authors) have termed 
reperceiving” (Shapiro, et al., 2006).  Reperceiving is similar to de-centering 
where the individual is able to consider multiple perspectives on an 
experience and becomes the observing self (Deikman, 1982), whereby the 
experience is perceived as not being integral to the individual (Safran & 
Segal, 1990).  Reperceiving is an increased ability to perceive one’s own 
experience objectively and reduces the negative impact of self-discrepancy. 
 It is hypothesised that believing an experience is time limited 
(impermanent) and will subside, increases tolerance for unpleasant 
experiences, such as anxiety and depression (Shapiro, et al., 2006).  This 
notion is supported by a study which reports higher scores on the MAAS, are 
significantly correlated with improved emotional and behavioural self 
regulation.  The MAAS measures attention and awareness of the present 
moment, therefore measuring the attention-A in IAA and not Intention (I) or 
Attitude (A) of this proposed theory (Brown & Ryan, 2003).  Another study 
exploring MBSR with women with breast cancer using both qualitative and 
quantitative methods supports Shapiro and colleagues notion of reperceiving 32 
 
(Dobkin, 2008; Shapiro, et al., 2006).  The qualitative and quantitative 
findings from this study complement each other as findings suggest 
participants were more mindful, viewed their lives more positively and 
reported reductions in symptoms.  Acceptance of what is and reperceiving 
life was a key result of MBSR which was discovered through a mixed 
(qualitative and quantitative) methodology (Dobkin, 2008).  
Cognitive reactivity and increased awareness of mental processes 
Teasdale proposes a differential activation hypothesis (DAH) of 
vulnerability to depressive relapse, also termed as ‘cognitive reactivity’ (CR).  
CR suggests that people who have experienced depression have mood 
dependent memory, where negative thinking styles and biased information 
processing styles are triggered by dysphoric mood states (Lau, Segal, & 
Williams, 2004; Teasdale, 1988). 
MBCT is thought to target CR which is significant in depressive 
relapse (Lau, et al., 2004).  Research suggests that due to previous 
experiences of depressive episodes, an association is made between low 
mood and negative thinking patterns and cognitions therefore low mood 
triggers negative thinking (Raes, Dewulf, Van Heeringen, & Williams, 2009).   
MBCT aims to help people identify mood changes, observe their mood 
changes in relation to negative thoughts, and finally choose to not react 
and/or take alternative action.  Becoming more aware of CR and observing it 
without judgment has the potential to prevent further depressive relapse (Z. 
V. Segal, et al., 2002a).  
Watkins and Baracaia (2002) found that by increasing awareness of mental 
processes for people with depression, i.e. process-focused compared to 33 
 
state-focused thinking, reduced rumination and depressive relapse.  This 
study comprised of 84 people:32 people who were currently depressed; 26 
who had recovered from depression and 26 people who had never 
experienced depression.  These participants completed a problem solving 
task and were randomly allocated to either a no question condition, state-
orientated questions (why you have a problem) or process focused (how can 
you solve the problem) questions.  Findings indicate that process focused 
questions improved social problem solving for participants who were 
currently depressed or who had recovered from depression (Watkins & 
Baracaia, 2002). 
Findings from a study exploring psychosis and mindfulness have 
suggested different psychological processes are activated when people with 
psychosis responded mindfully to unpleasant psychotic sensations.  This 
study aimed to enhance the understanding of how mindfulness works using 
qualitative methods to complement previous quantitative studies (Abba, 
Chadwick, & Stevenson, 2008).  A purposive sample, where “information-rich 
cases” are selected to enable in depth exploration of a particular subject 
(Patton, 1990), of 16 people were interviewed in groups after completing at 
least four sessions of a mindfulness group.  The researchers recognise the 
limitations of the purposive sample as recruiting from other populations 
would allow for generalisability of any findings.  All participants were 
experiencing psychosis (hearing voices or hallucinations). The findings from 
grounded theory analysis suggest an increased awareness of mental 
processes was evident for the people attending the mindfulness group, in 
particular, focusing awareness in on psychotic experiences (i.e. images, 34 
 
voices and thoughts).  Subsequently, allowing and accepting images, voices 
and thoughts to come and go without responding or opposing the experience  
(Abba, et al., 2008).    
Findings from a pain management study, suggests people attending 
the Breathworks mindfulness-based pain management group had increased 
awareness of mental processes and increased mindfulness following the 
group.  There were significant changes in self-reported depression and 
catastrophising which decreased and improved perspective on life and 
reported self-management of pain (Cusens, Duggan, Thorne, & Burch, 
2010). 
Cognitive mechanisms - rumination and cognitive avoidance 
A study using structural equation modelling (exploring any causal 
relationships between constructs) comparing mindfulness traits, negative 
cognition bias and emotional distress has discovered evidence for causal 
relationships between negative cognitive bias and mindfulness, which lowers 
emotional distress.  Mindfulness is thought to alter adverse styles of coping 
which may be protective against emotional distress and disorders thereby 
reducing relapse (Kiken & Shook, 2012).  However there are limitations of 
this study, due to the non-clinical sample it is not possible to generalise these 
findings to a clinical population.  Furthermore the sample consisted of 
undergraduate students with a mean age of 19.4 years therefore these 
results are limited and un-generalisable to other age groups.  
Rumination is theorised as a response style where attention is 
focused on maladaptive thoughts, feelings and behaviour.  Rumination 35 
 
prevents alternative cognitions or behaviours that could alleviate distress and 
negative affect (Nolen-Hoeksema, 1991).  Wells proposes a Self-Regulatory 
Executive Function Model (S-REF) which theorises rumination or ‘actively 
worrying’ as problematic. It is thought that by going over old information or 
recycling information it diverts resources needed to challenge dysfunctional 
assumptions.  Rumination also keeps the dysfunctional (unhelpful and 
distressing) assumptions at the forefront of the persons mind (Wells & 
Matthews, 1996).  Wells and Matthews suggested that in order to enhance 
treatment efficacy for emotional disorders, initially an individual needs to 
refrain from rumination and develop some distance from their cognitive 
processes and emotions (Wells & Matthews, 1996).  
Research conducted by Hayes and Feldman propose that 
mindfulness is enhanced through simultaneous reductions in avoidance and 
rumination (2004; Kumar, Feldman, & Hayes, 2008).  Avoidance and 
rumination are considered to interfere with the mindfulness process and 
maintain depression (Beevers, Wenzlaff, Hayes, & Scott, 1999; Wenzlaff & 
Luxton, 2003).  Gradual increases in mindfulness, where the individual is 
exposed to cognitions and emotions that they have avoided for a long time, 
enables the individual to have increased awareness and acceptance of these 
cognitions.  Therefore it is hypothesised that increased mindfulness inhibits 
rumination and cognitive avoidance and allows for further change in terms of 
emotional regulation and tolerance (Hayes & Feldman, 2004).  Wells and 
Matthews (1996) and Hayes and Feldman (2004) have proposed theories 
which MBCT studies explore and test the components of these models. 36 
 
Meta-cognition, thinking about thinking, is thought to aid the process 
of change within MBCT.  Another study has identified the significant 
correlation between mindful attention and rumination (p < .001).  The authors 
identified an inverse relationship between rumination and mindful attention.  
This study included 39 participants (aged between 25-72 years) who had 
completed a course of MBCT (Mathew, Whitford, Kenny, & Denson, 2010).  
This finding implies that one (mindful attention and rumination) cannot 
happen with the other. Increasing mindful attention thereby reduces 
rumination and depression which suggests that this may be a mechanistic 
change property of mindfulness.  This supports other studies which have 
discovered similar findings (Kenny & Williams, 2007; J.D. Teasdale, et al., 
2000).  In this study, pre and post measures showed the MBCT group as 
efficacious in reducing ruminative styles of thinking which positively impacts 
on depression, and its effects were maintained over time (Mathew, et al., 
2010).  
A Randomised Control Trial (RCT) comparing pre and post measures 
of rumination, mindfulness traits and depression, identified post MBCT 
significant reductions in rumination and depression with an increase in 
mindfulness.  This suggests that there are changes in mindfulness and 
depression and rumination as a result of MBCT.  The researchers 
acknowledge the limitations of the study design.  Comparison of pre and post 
outcome measures does not allow for any causal relationship between 
mindfulness and depression to be identified.  This study suggests that 
mindfulness and rumination may be crucial elements in the change 
processes in MBCT for depression (Shahar, Britton, Sbarra, Figueredo, & 37 
 
Bootzin, 2010).  In order to explore this notion further, future studies would 
need to regularly monitor mindful traits, rumination and depression 
throughout the intervention in order to identify whether a change in one 
results in a change in the other, i.e. change in mindfulness followed by a 
change in depression would suggest that mindfulness positively impacts on 
depression and has a causal relationship with depression.  
Evidence supporting the entwined relationship between mindfulness 
and reduction in rumination has been identified by Barnhofer and colleagues 
(2010).  This study explored the immediate impact of meditation on 
electroencephalography prefrontal asymmetry.  The findings highlight that in 
both meditation conditions, there were changes in asymmetry indicating left 
prefrontal activation indicating meditation increased positive affect for both 
groups (mindfulness breathing group or loving kindness group where 
mediation was focused on creating positive mood).  Meditation increased 
positive emotions for participants.  Further analysis suggests rumination 
hindered the ability to be kind to oneself and engage in the loving kindness 
meditation task.  Whereas those with lower levels of rumination were able to 
respond to the loving kindness more so than the breathing meditation 
exercise.  Loving kindness refers to finding “positive or wholesome states of 
mind” (Salzberg, 1995).  These findings suggest that meditation that is 
removed or distanced from the self can be more beneficial in creating 
positive affect.  This study suggests that rumination may get in the way of 
self compassion and the ability to be kind or accepting of oneself and these 
(self compassion and acceptance) are incongruent with/to mindfulness.   38 
 
Borrowing findings from an mindfulness based stress reduction 
(MBSR) programme evaluated in an oncology service, these findings support 
MBSR as efficacious for people with cancer however similar to MBCT, little 
has been researched into the mechanistic properties for change within 
MBSR.  This study indicates that rumination is crucial in mediating effects of 
MBSR on depression.  In comparison, mindfulness traits did not mediate the 
impact of MBSR on depression.  These findings support the idea that 
rumination maintains depression therefore needs to be addressed within any 
intervention particularly in MBCT (Labelle, Campbell, & Carlson, 2010). 
A study using self-report from 60 participants with depression has 
indicated a correlation between rumination and types of emotional 
suppression which are negatively correlated with acceptance.  These 
findings imply rumination is crucial in the process of depression maintenance 
therefore mindfulness and acceptance strategies which tackle rumination are 
likely to be effective for treating depression.  The study recruited 60 
outpatients with a diagnosis of depression (87% of the sample had co-morbid 
diagnoses i.e. social phobia, GAD and PTSD).  Each participant completed 
the three-stage procedure: diagnostic interview, self-report measures 
followed by the mood induction.  Findings indicate that rumination was 
related to increased negative mood following the mood induction which 
support the notion that rumination is not helpful and indicate depressed 
people use rumination in order to regulate their negative affect.  Furthermore 
findings indicate that rumination and emotional suppression are positively 
correlated whereas acceptance of emotions and rumination were negatively 39 
 
correlated, suggesting that one cannot occur with the other  (Liverant, 
Kamholz, Sloan, & Brown, 2011). 
Self compassion 
Self compassion is a crucial component within mindfulness.  A recent 
study supports the notion of self compassion as a reliable predictor of 
psychological wellbeing.  Self compassion provides crucial information on 
symptom severity and is predictive of quality of life therefore is an important 
component within the mindful process (Van Dam, Sheppard, Forsyth, & 
Earleywine, 2011). 
An RCT comparing MBCT with maintenance anti-depressants found 
MBCT as efficacious as a result of improved mindfulness and self-
compassion.  In this study 123 patients with a history of three depressive 
episodes (treated effectively with anti-depressants), were randomly allocated 
to either continue with their anti-depressant treatment or group based MBCT 
with the removal of their anti-depressant treatment.  MBCT was enhanced 
through improved self-compassion at 15-month follow-up.  It is thought that 
participants’ outcomes in the anti-depressant group were limited by greater 
cognitive reactivity in comparison to the MBCT group (Kuyken et al., 2010).  
Self Acceptance 
A cross-sectional study of 514 students using self-report measures 
was conducted in order to identify the relationship between mindfulness and 
depression through: emotion regulation; mood regulation and self-regulation.  
Participants completed measures on Depression, Mindfulness (FMI 
shortened and validated to 7-items), positive and negative feeling scales, 40 
 
and a self-acceptance measure.  The relationship between mindfulness, 
positive emotions, self-acceptance and depressive symptoms was explored 
using structural equation modelling.  Findings support the notion that higher 
levels of mindfulness are linked with more positive emotions, improved mood 
regulation and increased self acceptance and negatively related to 
depression.  The findings indicate self acceptance emerged as the most 
significant element of change between depression and mindfulness.  The 
authors go further to propose mindfulness as a regulator which aims to target 
the precipitating factors in depression i.e. low mood, inadequate mood 
regulation and poor self concept which can trigger and maintain depression  
(Jimenez, Niles, & Park, 2010).  A large sample is a strength of this study, 
whereas a non-clinical sample is a limitation of this study.  Further support 
for acceptance being a crucial element has been identified through pain 
management research which identified acceptance (of pain and 
management) as being an important feature in the efficacy of the 
mindfulness programme (Cusens, et al., 2010). 
MBCT efficacy in older adult populations   
The current literature which endorses MBCT as an effective 
intervention focuses on working age adults (18 – 64 years, with the exception 
of one study where the upper age was 72 years).  There are fewer studies 
which focus on the efficacy of MBCT with the older adult (65 years and older) 
population (A. Smith, 2004; A. Smith, Graham, & Senthinathan, 2007).  A 
qualitative study found MBCT as effective in relapse prevention for older 
adults with recurrent depression.  Findings from this study suggest half of the 
participants found the MBCT group useful, and results were maintained at 41 
 
follow-up one year later.  Approximately 20% of participants dropped out 
from this study and an earlier study reported approximately a quarter of 
participants dropped out from mindfulness training (A. Smith, et al., 2007). 
The reasons for the dropout rates are unclear and may or may not have 
been related to mindfulness.  Thematic analysis indicates participants 
described benefits of MBCT in terms of cognitive, behavioural, emotional, 
physiological changes and general benefits (A. Smith, 2004).  Smith goes on 
to suggest that although there is a correlation with people who have 
experienced CBT and have awareness of their cognitions who benefit from 
MBCT, people who have not found CBT useful have benefited from MBCT 
(A. Smith, 2004).  This implies that MBCT could be useful for people 
regardless of the previous treatments offered or their experience of 
treatment.  Other issues impacting on MBCT group attendance include 
physical illness, physical health difficulties and caring for an ill spouse.  
These factors would also need to be examined within this population.  The 
impact of the social element of MBCT and experiencing normalisation of 
symptoms and experiences within a group of people with similar difficulties 
are not accounted for in terms of the efficacy of MBCT  (A. Smith, et al., 
2007).  In summary, these studies support the efficacy of mindfulness based 
interventions with the older adult population and highlight the need to 
examine the acceptability of mindfulness and related issues in this 
population.  It is important to continue exploring the use of mindfulness with 
the older adult population to ensure that they are not excluded from a 
potentially beneficial intervention.   
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Overall there is abundant literature on the efficacy of MBCT for 
recurrent depression, however this is predominantly with working age adult 
populations and not older adults (aged over 65 years).  The literature on the 
mechanisms of change within mindfulness is limited.  Some studies have 
suggested theories and ideas about how mindfulness works, however it is 
still unclear and future research needs to continue developing our 
understanding of mindfulness.  Current evidence suggests that rumination 
and cognitive reactivity are incongruent to mindfulness in that they do 
not/cannot occur simultaneously.  Other theories propose that cognitive 
reactivity is developed through depressive episodes and that reorganisation 
or reperceiving are the processes through which mindfulness is efficacious 
as it allows for awareness and acceptance of cognitions as mental 
processes. Mindfulness encourages self acceptance and compassion which 
rumination and depressive cognitions do not.  Future research could also 
explore process of change which may be different for older adults.  Studies 
could also investigate whether MBCT efficacy is enhanced through 
practitioners themselves practicing mindfulness; further research could 
explore the practicalities and advantages, if any, of this.  
Mindfulness literature is continuously developing and evidenced as 
being an effective intervention for recurrent depression as well as other 
conditions.  In reflection this review has attempted to encapsulate the current 
literature on processes of change in mindfulness which is constantly growing. 
The  literature  exploring  the  mechanisms  of  change  is  scarce.  There  are 
preliminary studies which have started to identify possible change processes 
within  mindfulness  however  these  studies  have  a  number  of  limitations. 43 
 
These include: small sample sizes and non-clinical samples which both limit 
the generalisability of the findings. As mentioned studies also tend to have 
samples where participants have elected to participate in a new treatment, 
this  may  have  an  impact  on  the  results  as  participants  may  be  more 
motivated  for  an  effective  and/or  new  treatment.  It  is  not  clear  from  the 
majority  of  studies  the retention  rates  or  exploration  into attrition  rates  or 
reasons. In addition it is unclear to what extent effects are maintained in the 
long  term  as  most  studies  follow-up  at  three  months  therefore  it  is  not 
possible to conclude the longer term impact of processes within mindfulness. 
As the literature is currently developing there is a lack of density in terms of 
studies  and replication of these studies.  It  is  anticipated  that as  research 
develops within this field a more dense evidence base will be created.  
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Abstract 
A literature review exploring the mechanisms of change within 
mindfulness highlighted limited understanding about how mindfulness 
influences change.  The current literature which endorses mindfulness based 
cognitive therapy (MBCT) as an effective intervention focuses on working 
age adults (18 – 64 years) whilst very few studies explore mindfulness as an 
intervention for older adults.  Depression is prevalent in the older adult 
population affecting approximately 15% of older adults (Boyd & Bee, 2006; 
NICE, 2010; Stickle & Onedera, 2006) therefore it is paramount that 
individuals receive adequate intervention for depression.   
A mixed method design was used to explore the acceptability of 
mindfulness for older adults with depression.  The qualitative sample 
consisted of 12 participants who were interviewed before and after attending 
two introductory mindfulness group sessions.  In total 23 interview transcripts 
(12 pre and 11 post interviews due to dropout) were analysed using inductive 
thematic analysis.  Analysis identified six main themes: Life Cycle Changes, 
Relationships, Depression, Treatment, Attitudes Towards Mindfulness and 
Mindfulness Sessions, which were used to develop some survey items to 
explore attitudes towards mindfulness, within the older adult population, 
these findings will be discussed.   
Qualitative findings indicate participants’ relationship with their 
depression, which appears more challenging in retirement, prompted interest 
in mindfulness.  Participants interested in mindfulness expressed an unmet 
need for further treatment for depression or presented with a positive sense 61 
 
of wanting to take control over and manage depression themselves.  
Quantitative findings suggest that mindfulness could be acceptable for older 
adults with recurrent depression.  
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Introduction 
Depression is one of the most common and debilitating mental health 
disorders  (WHO, 2012) that does not discriminate by age, gender, cultural 
background or socio-economic status (NIMH, 2006).  Depression is prevalent 
in the older adult (over 65 years) population, affecting approximately 15% of 
older adults (NICE, 2010).  It is thought that older adults are vulnerable to 
chronic and recurrent depression which may be triggered in later life due to 
the events experienced during this time; loss of partner, friends, physical 
and/or cognitive impairments (Boyd & Bee, 2006; Stickle & Onedera, 2006). 
Depression is characterised by persistent low mood and/or loss of 
interest and enjoyment from most activities.  Depression is not simply 
diagnosed by a count of symptoms (such as low mood, reduced interest, 
difficulties with sleep and concentration, lethargy and/or suicidal intentions) 
but by the impact they have on the persons functioning (NICE, 2009).  
Research identifies psychotherapy, in particular cognitive-behavioural and 
interpersonal therapies as efficacious in treating older adults with depression 
(Karel & Hinrichsen, 2000; Thompson, Coon, Gallagher-Thompson, 
Sommer, & Koin, 2001).  Evidence suggests that psychotherapies are just as 
effective in treating depression in younger and older adults with minimal 
adaptations (Scogin, Welsh, Hanson, Stump, & Coates, 2005).  Adaptations 
for the older population may include psycho-education about depression and 
socialising the person to the cognitive-behavioural model.  In addition, the 
older person may need encouragement to take an active role in their 
treatment (Karel & Hinrichsen, 2000; Scogin, et al., 2005). 63 
 
Evidence based therapies provide strong treatment options for older 
adults with depression.  Treatment options enable more client centred 
approaches, where the client receives treatment that is most suited to them 
(Van Schaik et al., 2004).  Research suggests client preferences should be 
taken into account in order to increase compliance with treatment (Ward et 
al., 2000).  Improved acceptability of interventions by clients might also 
strengthen clinical effectiveness (Kaltenthaler et al., 2002).  
Mindfulness training is becoming increasingly popular as an effective 
intervention for affective disorders (Kenny & Williams, 2007; Miller, et al., 
1995; Paul, Ludger, Stefan, & Harald, 2004).  Being mindful is an intentional 
process, where the individual focuses their attention on internal and external 
experiences within a given moment, without judgement (Kabat-Zinn, 1994).  
Research supports the efficacy of mindfulness based approaches (Ruth A. 
Baer, 2003; P Grossman, L Niemann, S Schmidt, & H Walach, 2004; Reibel, 
et al., 2001), such as mindfulness-based cognitive therapy (MBCT).  
MBCT, developed as a group intervention by Segal, Williams & 
Teasdale (Segal, Williams, & Teasdale, 2002) combines techniques from 
both cognitive therapy (Beck, et al., 1979) and mindfulness (Kabat-Zinn, 
1994).  MBCT, unlike cognitive therapy, does not focus on changing the 
content of distressing thoughts; it trains the individual to become more aware 
of their unpleasant thoughts and feelings, and how to alter their response to 
these (Kabat-Zinn, 1994; Ma & Teasdale, 2004; John D. Teasdale et al., 
2000). 
Research has identified that MBCT significantly reduces the risk of 
depressive relapse and recurrence, for people with a history of three or more 64 
 
episodes (Kingston, et al., 2007; Kuyken, et al., 2008; Ma & Teasdale, 2004; 
John D. Teasdale, et al., 2000).  
The current literature which endorses MBCT as an effective 
intervention focuses on working age adults (18 – 64 years).  There are fewer 
studies which focus on the efficacy of MBCT with the older adult (65 years 
and older) population (A. Smith, 2004; A. Smith, et al., 2007).  
A qualitative study found MBCT as effective relapse prevention for 
older adults with recurrent depression (A. Smith, et al., 2007).  Findings from 
this study suggest half of the participants found the MBCT group useful, and 
results maintained at follow-up one year later.  Approximately 20% of 
participants dropped out from this study and an earlier study reported 
approximately a quarter of participants dropped out from mindfulness training 
(A. Smith, 2004).  This raises a question about participants’ opinions of 
intervention being offered. Other issues impacting on MBCT group 
attendance include physical illness, physical health difficulties and caring for 
an ill spouse; these factors would also need to be examined within this 
population (A. Smith, et al., 2007).  In summary, these studies support the 
efficacy of mindfulness based interventions with the older adult population 
and highlight the need to examine the acceptability of mindfulness and 
related issues in this population.  It is important to explore the use of 
mindfulness with the older adult population otherwise they may be excluded 
from a potentially beneficial intervention.   
Findings from one previous qualitative study have identified that 
MBCT positively influences how people relate to their experiences of 
recurrent depression.  MBCT has been shown to reduce depressive 
relapses, therefore reducing intervention from services.  However, few 65 
 
participants from this study continuously practiced mindfulness after the 
intervention phase (A. Smith, et al., 2007).  Research has yet to explore 
factors that influence the uptake of mindfulness and the factors that maintain 
mindfulness.  In addition, research has neglected to investigate the factors 
which may hinder or act as deterrents to the acceptance of a mindfulness 
intervention.  This study will therefore aim to address the gaps in the 
evidence base by exploring the attitudes older people with recurrent 
depression have towards mindfulness.  Exploration of the range of attitudes 
within this population will identify features that may act as deterrents or 
facilitators to the uptake of a mindfulness intervention.  Findings from this 
study are aimed at assisting mental health services in marketing and the 
provision of mindfulness-based approaches for older adults with recurrent 
depression, in order to improve uptake of this intervention.   
The overall research aims of this study are to explore the range of 
attitudes and beliefs held towards mindfulness by older adults with recurrent 
depression and to identify the acceptability of mindfulness based approaches 
for older adults with depression.  By achieving these aims this study will 
enhance the existing literature on interventions to prevent depression relapse 
and treat depression in this population.  The study has two components, a 
qualitative study and a quantitative study.  The qualitative research aims are 
to identify the beliefs that older adults with depression hold about 
mindfulness and to ascertain particular impressions of mindfulness, which 
make mindfulness attractive and/or discouraging for the older adult 
population.  The quantitative research aims are to identify the attitudes 
towards mindfulness that are commonly held by older adults with depression 
and to ascertain whether attitudes towards mindfulness can be measured. 66 
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Method 
Design 
A mixed-methods (qualitative followed by quantitative) sequential 
exploratory design was used to explore attitudes towards mindfulness within 
the older adult population who have depressive disorder.  The rationale for 
using a mixed design was in order to address the gap within the current 
literature.  Mixed method designs assimilate different types of data to be 
analysed at different levels, providing broader results than could be achieved 
with a single method (Morse, 2009).   
In this thesis, the qualitative study involved the collection of rich data 
from a smaller sample of participants, which allowed an in-depth exploration 
of attitudes towards mindfulness from patients’ perspectives.  The qualitative 
study focused on the research aims stated in the introduction; to identify the 
beliefs that older adults with depression hold about mindfulness and to 
ascertain particular impressions of mindfulness, which make mindfulness 
attractive or discouraging for the older adult population.  The qualitative study 
was prioritised as it was also intended to inform the development of a small 
number of questionnaire items which could then be used in a quantitative 
survey about attitudes towards mindfulness.   
The Quantitative data analysis allowed precise measurement of 
constructs, it also allowed comparisons to be made, e.g. between different 
groups of people, and tested the relationship between different constructs, 
such as whether attitudes towards mindfulness are related to the 
acceptability of mindfulness within the older adult population.  The 
quantitative study focused on the following research aims; to identify the 68 
 
attitudes towards mindfulness that are commonly held by older adults with 
depression and whether attitudes towards mindfulness can be measured.   
For clarity, the qualitative method and results are presented first and 
are followed by the quantitative methods and results.  Finally a combined 
discussion section will integrate the discussion of both the qualitative and the 
quantitative studies.  
Qualitative Component   
Semi-structured qualitative interviews were conducted, transcribed 
and analysed using inductive thematic analysis conducted using a realist 
epistemology.  Thematic analysis can either be a realist or constructionist 
method.  The realist method identifies experiences, meaning and the reality 
of participants whereas a constructionist method interpret individual accounts 
within a socio-cultural context (Braun & Clarke, 2006). Thematic analysis 
was chosen as it identifies common themes that are present across the 
experiences of a wide variety of participants. Thematic analysis is arguably 
better suited to inform the development of a questionnaire as the analysis 
focuses on the entirety of the sample group, i.e. males and females, a wide 
age range from 65 years and older, marital status, varying depressive 
histories. Other quantitative methods were deemed unsuitable for the 
qualitative research aim for this study. Interpretative Phenomenological 
Analysis (IPA) for example, has a more idiographic focus and provides an in 
depth exploration of experience of a very small sample of homogenous 
people (Smith, Flowers, & Larkin, 2009). Within the current study a 
homogenous sample would be one that included one gender, smaller age 
range, and perhaps participants with very similar histories and experiences 69 
 
of depression. This approach would not have been the best suited to the 
development of a questionnaire. Grounded Theory (GT) was also deemed as 
an inappropriate method for the current study as GT aims at generating or 
developing a theory from data analysis (Glaser & Strauss, 1967).    
Previous studies that have identified MBCT as an effective intervention 
for depression, follow an 8-week programme (Segal, et al., Kenny & Williams, 
2007; 2002a)  In the current study rather than replicating previous research, the 
aim was to explore attitudes towards mindfulness as an acceptable intervention 
for older adults with depression.  It was anticipated that providing participants 
with written information on mindfulness (please refer to the procedure) and two 
taster/introductory mindfulness group sessions would facilitate discussion by 
prompting the formation or elaboration of attitudes towards mindfulness.  The 
group sessions provided participants with direct experience of mindfulness 
which they may or may not have encountered prior to the study however it 
ensured that these participants could draw on their personal experience during 
the post interviews.  The researchers planned the introductory sessions in order 
to gather richer information regarding participants’ experiences of mindfulness.  
Inclusion Criteria  
The inclusion criteria for this study were similar to that used by Smith 
et al (A. Smith, et al., 2007), as theirs was one of the first studies to identify 
MBCT as being efficacious for older adults.  Participants who fell within the 
clinical range for depression were included in this study.  The rationale being 
these are the target population for mindfulness based interventions.  
Participants, aged 65 years and over with recurrent depressive disorder 70 
 
(three or more episodes) were accessed through the local Older Persons 
Mental Health Team (OPMHT) within Southern Health NHS Foundation 
Trust.  Research supports the efficacy of MBCT for people with three or more 
episodes of depression therefore this is an inclusion criteria for this study 
(Kingston, et al., 2007; Kuyken, et al., 2008; Ma & Teasdale, 2004; Segal, 
2002; John D. Teasdale, et al., 2000).  The Beck Depression Inventory 
second edition-BDI-II, (Beck, Steer, & Brown, 1996) was used as a screening 
measure.  Participants who were not currently severely depressed, either in 
full remission from depression or experiencing mild depressive symptoms 
(scoring <19 on BDI-II), with a history of three or more episodes of 
depression were identified by their OPMHT clinician and invited to participate 
in this study. 
Exclusion Criteria 
Participants with current moderate to severe depression (i.e. >20 on 
the BDI-II) were excluded from this part of the study because the 
mindfulness taster sessions followed the MBCT structure, which is intended 
to be most effective between episodes of depression (A. Smith, et al., 2007).  
People who had a clinical diagnosis of psychosis, significant cognitive 
impairments and/or dementia or other organic presentations, were not 
included in this study as mindfulness would need to be adapted for this 
population (Smith, et al., 2007).  
Sample  
Unlike quantitative research where the aim is to test hypotheses and 
produce findings that are generalisable, qualitative research intends to 71 
 
explore phenomena through the perspectives of the participants involved.  
For the qualitative study it was not appropriate to calculate the sample size 
as a purposive sampling procedure was applied.  Purposive sampling, where 
“information-rich cases” are selected to enable in depth exploration of a 
particular subject (Patton, 1990), was deemed suitable as there were pre-
defined inclusion criteria for participants i.e. history of three or more episodes 
of depression.  Purposive sample sizes are determined through saturation, 
which is the point during the data collection process where new data will not 
provide any new information therefore analysis and data collection are 
conducted simultaneously.  
A total of 20 participants agreed to be contacted by the researcher, 
from this 16 agreed to be interviewed; subsequently two participants were 
excluded from the study due to scoring within the severe range on the BDI-II 
(>29-63) and two participants asked to be withdrawn from the study.  The 
sample consists of 12 participants who consented to pre group interviews, 11 
of whom attended the two introductory mindfulness group sessions and post 
interviews (23 interviews in total).  All participants were aged 65 years and 
over (mean age 72.75 years) and of both genders (seven female and five 
male).  All participants were White British or Irish in ethnicity. 
Procedure  
After obtaining ethical approval from the relevant Ethics Committees 
(please see Ethical Issues), potential participants were identified and 
contacted by their OPMHT clinician.  Participants giving initial verbal consent 
met with the researcher.  Participants were given an information pack (see 72 
 
Appendix 1) which consisted of written study information, a consent form, the 
BDI-II (for screening purposes to ensure they met the inclusion/exclusion 
criteria; this is widely used as a self report measure for the severity of 
depressive symptoms (Beck, et al., 1996).  It was anticipated that 
mindfulness may be a new concept for participants therefore it was deemed 
necessary to provide each participant with a uniform written description of 
mindfulness.  The mindfulness leaflet was developed by collating basic 
information which is available in the public domain from 
http://mentalhealth.bangor.ac.uk/jan/mindfulness.html,  also by summarising 
Teasdale et, al., and Jon Kabat-Zinn’s research on MBCT (Kabat-Zinn, 1994; 
John D. Teasdale, et al., 2000).  The leaflet was reviewed and altered by the 
research team in order to ensure clarity and relevance for the purposes of 
this study (see Appendix 1). The research team consisted of the Trainee 
Clinical Psychologist as the main researcher and three supervisors: a 
Consultant Clinical Psychologist, a Research Fellow and a Consultant 
Psychiatrist in Older People’s Mental Health. The Trainee was responsible 
for all elements of the research development including obtaining ethical 
approval, recruitment of participants, data collection and analysis.  
Participants were given the opportunity to ask any questions they had about 
the study.   
Consenting participants were interviewed about their attitudes towards 
mindfulness and subsequently attended two introductory mindfulness-based 
based cognitive therapy group sessions.  A Consultant Clinical Psychologist, 
trained in mindfulness and experienced in running groups (having run at 
least 10 groups), and a mental health professional facilitated the sessions.  
The group sessions were held at the local OPMHT clinic, were an hour long 73 
 
and consisted of two guided mindfulness practices and discussion following 
these to support learning points.  The opportunity arose to provide an 
additional mindfulness group for people who had not been available for the 
original group sessions.  A total of 10 participants were interviewed (pre and 
post) for the original group, of whom eight attended (seven attended both 
sessions and two people missed one session each due to illness).  For the 
second group three participants were interviewed (one participant was 
already interviewed prior to the original group and not able to attend).  All 
three participants attended both sessions of the second group.  Both groups 
followed the same format.  The post-session interviews allowed for further 
exploration of the attitudes towards mindfulness.  All follow-up interviews 
occurred within two weeks of the group(s).  
All interviews were semi-structured, which allowed for free discussion 
and subjective information of the participants’ experiences of depression, 
past and present treatment and to gather initial thoughts about mindfulness 
(DiCicco-Bloom & Crabtree, 2006).  A topic guide with open ended questions 
was created by the research team in order to maintain focus on the research 
aims and to help facilitate discussions with participants (see Appendix 2).  
The following topics were identified to elicit information regarding the 
research aims; previous experiences of depression and treatments, initial 
impressions of mindfulness (after reading the information leaflet) and any 
expectations about the group.  During the interviews the interviewer was able 
to expand on discussions and ask more detailed questions.  Interviews were 
audio recorded and transcribed verbatim for inductive thematic analysis by 
the researcher (Braun & Clarke, 2006).  The thematic analysis was 
performed alongside the interview data collection which allowed for interview 74 
 
topics to be expanded upon in relation to identified themes within the data.  
The interviews took place at OPMHT clinics local to participants or at their 
home if this was more convenient for the participant.  The interviews lasted 
between 5 minutes (minimum length) and 86 minutes (maximum length); 
median length 28 minutes.  
Ethical Issues  
Ethical approval was obtained from the relevant ethics committees: 1) 
National Research Ethics Service (NRES) Committee South Central – 
Berkshire REC Number 11/SC/0239. 2) Southern Health NHS Foundation 
Trust, Project Number SHT007. 3)  University of Southampton, Research 
and Governance Office, RGO reference 8030 (see Appendix 3).  
It was anticipated that participants may find discussing their 
experiences distressing. In order to reduce any potential risks or burden, all 
participants were known as open cases and referred by their local OPMHT.  
Participants were advised to contact their OPMHT clinician should they 
become distressed at any time and were reminded they could withdraw from 
the study at any time without compromising the care they receive from the 
local OPMHT.  Interviews and the group were facilitated by experienced 
mental health professionals who were able to support individuals if they 
became distressed.  
Qualitative Data Analysis: 
In total 23 interview transcripts (12 pre and 11 post interviews, as one 
participant was unable to attend the group or post interview due to ill health) 
were analysed using inductive thematic analysis (Braun & Clarke, 2006).  75 
 
Inductive thematic analysis is a data driven process where themes emerge 
from the data rather than searching for pre-existing themes (Braun & Clarke, 
2006).  
Table 1: Summary of Sample 
Gender  Age  Attended 
First 
Interview 
Attended 
Mindfulness 
Introductory 
Group Sessions 
Attended 
Second 
Interview 
First   Second 
F  75            
F  71             
M  83             
F  75             
F  78          
F  71             
F  77            
M  69             
M  69             
M  66             
F  69             
M  70             
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Coding of the data flowed from the research questions.  The analysis 
commenced after interview data had been collected for the original group 
and this allowed for further exploration of initial themes through interviewing 
participants attending the second group.  The researcher was able to 
familiarise themselves with the data through the transcription process (half of 
the interviews were externally transcribed due to time constraints).  All 23 
interviews were conducted by the researcher who repeatedly listened to 
each interview and read each transcript several times in order to familiarise 
themselves with the data.  Once familiarised with the data, initial codes 
(initial ideas about the data and its meaning in relation to the research aims) 
were noted and revised throughout the analysis (see Table 2 Phase 1).   
Occurrences of codes throughout the data (line by line) were collated 
and arranged into possible groups, such as any data relating to career or 
working was thought to be relevant to changes within the life cycle of a 
person, and within the data any significant or prevalent ideas were noted, i.e. 
some people focused on alcoholism as a major reason for their depression 
whereas others described marital breakdown as a major factor in their lives 
(see Table 2 Phase 2).  Subsequently the codes formed themes, which gave 
an account of the data (see Table 2 Phase 3).  Themes are collections of 
ideas/codes which summarise and categorise interview data in a logical way.  
A coding manual was developed defining each theme and code (see Table 2 
Phase 4 & 5 and Appendix 4 for coding manual and Appendix 5 for thematic 
map).   
Continuous communication between the researcher and supervisor, 
an expert in thematic analysis was essential throughout the analysis in order 77 
 
to discuss and define codes and themes.  Robust themes consist of several 
codes that are reflected upon throughout the data, i.e. the coded data acts as 
evidence/examples of the theme.  The analysis provides meaning in relation 
to the research questions and how the discourse helps us understand 
attitudes towards mindfulness (Joffe & Yardley, 2004).  Extracts from the 
data (see Table 2 Phase 6) will be presented in the Qualitative Results.  
Table 2: Thematic Analysis Process (Braun & Clarke, 2006) 
Phase  Description of each phase  
 
1.  Prepare and 
familiarise yourself 
with the data 
Transcribe data, read and re-read the data, 
record any initial ideas.  
 
 
2.  Generate initial codes  Note down initial codes.  Examine transcripts 
line by line in order to collate data relevant to 
each code.  
 
3.  Search for themes  Collect all relevant code data into possible 
themes.  
 
4.  Review themes  Ensure all relevant data is collected for each 
theme.  
Check themes against each other and the 
original transcripts. 
   
5.  Defining and naming 
themes 
Ongoing analysis to specify and clearly define 
each theme. 
  
6.  Report findings  Select extracts as examples relating to original 
research questions and literature.  Extracts from 
the data will help communicate the meaning of 
themes to the reader.  
 
 
In order to ensure anonymity, all Participants have been allocated with 
a number (1 to 12).  All extracts are identified by the Participant number and 
the section within the transcript is indicated by the line and page number.  
Extracts from pre and post interviews are indicated by (a) for pre mindfulness 78 
 
sessions interview and (b) for post mindfulness session interviews, for 
example a quote from Participant 11’s first interview would be identified by 
11a whereas a second interview quote would be 11b.  Any other identifiable 
information, such dates, location etc have been omitted and replaced with * 
for example; “***” any additional words or phrases have been indicated by 
the use of [ ].  Any pauses are indicated by .... .  The quotes presented here 
have been chosen for their significance relating to the themes identified 
within the data and the research aims of this study.  In particular the 
qualitative research aims were; 1) to understanding the experience of 
depression over the lifespan, 2) to identify the beliefs that older adults with 
depression hold about mindfulness and 3) to ascertain particular impressions 
of mindfulness, which make mindfulness attractive and/or discouraging for 
the older adult population. 
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Qualitative Results 
This section will focus on the main findings from the qualitative study 
which lead to the development of some survey items.  Results from the 
quantitative pilot study of the mindfulness survey will be presented in the 
quantitative results section.  
Main Themes 
Six main themes were identified within the data: Life Cycle Changes, 
Relationships, Depression, Treatment, Attitudes Towards Mindfulness and 
Mindfulness Sessions.  This section will explore these themes, which are 
also depicted on the Thematic Map (see Appendix 5).  The analysis 
highlights the participants’ journeys with depression and the place of 
mindfulness therein.  
Theme One: Identity and life cycle changes  
This theme incorporates the following sub-categories; Working 
life/profession/career, End of working life/profession/career, Marriage and 
Child birth/raising a family.  Each sub-category organises the participants’ 
reflections on different life changes they have experienced and how these 
relate to their personal identity.  
Working life and/or profession emerged as significant throughout the 
data as this seemed to define the person with a sense of purpose.  For 
example several participants discussed their working life not only having 
financial importance, but also being fundamental to how individuals 
perceived themselves, such as reliable in the work place or skilled at their 80 
 
job.  Working life or profession was often reflected upon as a protective 
factor against depression: 
“And I seemed to cope when I was at work, I coped with depression 
because I had it when I was at work” (Participant 2a Page 6 Line 133-
134). 
   “When I was working, I had to get up” (Participant 7a Page 4 Line 73). 
Participants reflected on the end of working life/retirement as a significant 
shift in identity and felt that they lost a sense of purpose at this time.  Several 
participants talked about the relationship with their depression being more 
challenging in retirement or after leaving their occupation.  The reflections 
within the data suggest retirement had a significant impact on depression as 
the protection of work ceased.  For one participant (9a) his spouse 
acknowledged the significance his retirement had on his depression, she 
described him losing his sense of self and purpose once he retired which 
aggravated his depression and lead to hospital admissions:  
“I had it already but it really spiralled when I retired” (Participant 2a 
Page 6 Line 148-149). 
“And then you just sort of, I don’t know, you feel as if your life’s over 
when you retire” (Participant 5a Page 6 Line 120-121). 
Spouse: “You retired in the September, you managed to keep going, 
you worked ‘til... you really started becoming ill in January/February 
and we moved into our home in March and by April ***** was so very, 
very ill he was took into hospital.” (Participant 9a Page 4 Line 89-92). 81 
 
Marriage, child birth and raising a family were significant life events which 
appear to have had considerable impact on identity.  Participants described 
unwelcome changes that followed marriage and/or parenthood and the 
impact that these changes had on their sense of self.  Some participants 
considered the relationships they had with their spouse and identified roles 
they upheld during their marriage, for example either being responsible for 
maintaining the family and home environment by raising children and 
performing domestic duties, or going out to work to provide financially for the 
family.  Some female participants in particular reflected on the transition to 
motherhood.  This transition was experienced as challenging and some 
described strong emotional reactions to falling pregnant (“I was absolutely 
furious”, Participant 7a Page 6 Line 121-122).  Participants talked about 
having to take on new responsibilities and experiencing something of a loss 
of freedom.  For example one participant (11a) described anxious times 
during her pregnancy when she worried about being able to provide for her 
baby and felt a sense of resentment because she had to care for her baby 
and could no longer do what she wanted to when she wanted.   
“When I had ***** [son] I didn’t really know whether I wanted him or 
not so all through the pregnancy it was a case of, “Oh, are we going to 
be able to afford to buy a pair of shoes for him?   Are we going to be 
able to buy his milk?  Are we...?” all those type of things.  Then of 
course I had him.  He was a premature baby and he only weighed **** 
pounds *** ounce, I think it was......So that was quite traumatic 
because, you know, I went into labour very quickly and I wasn’t 82 
 
expecting it and then after he was born I just plummeted, couldn’t 
cope, couldn’t cope at all.” (Participant 11a Page 3 Line 51-60). 
“You know, “Ooh, I won’t be able to go into town when I feel like it,” 
you know, “Ooh, I’ve got to make all those bottles up and...,” you 
know” (Participant 11a Page 4 Line 74-76). 
For some participants the perceived demands of motherhood led not only to 
a loss of perceived freedom but also to a loss of sense of identity.  For 
example one participant gave the impression that her identity was overridden 
and she felt trapped by being a mother to three children: 
“Life was hard. I was running a flipping nursery school, if nothing else” 
(Participant 7a Page 2 Line 31-32). 
This participant’s identity was defined by her children and being a mother to 
the extent that she went on to describe how she had “become part of the 
kitchen furniture” (Participant 7a Page 6 Line 125-128).  This suggests that 
the participant felt insignificant when she became a mother.  
The overall sample consisted of five males and seven females so it is 
interesting to note differences in responses between genders.  In the section 
above female participants spoke of the transition to motherhood which 
significantly altered their sense of self.  In contrast one male participant 
commented positively on his distance from raising his children.  This 
participant (12a) was responsible for providing financially for his family which 
meant he did not have hands on experience of raising his children.  He relied 
on his wife to manage their children:  83 
 
“At the same time, ****** [spouse] was bringing up the children. I didn’t 
see much of them because I was always at work. And, as time has 
gone by, I’m reaping the rewards of that” (Participant 12a Page 15 
Line 358-361). 
Theme two: Relationships 
There was a complex interplay in the data between participants’ relationships 
with others and their depression.  Some participants described how they felt 
depression had a major impact on their intimate relationships.  For example 
Participant 6a described how her depression influenced her husband and 
suggests a change within marital roles as a result of depression.  Other 
participants discussed the impact they felt their relationships had on their 
experience of depression.  For example Participant 1a seemed to be blaming 
or attributing the onset of her depression on her marriage breakdown:  
“I think it really all started when my husband left me” (Participant 1a 
Page 1 Line 18-19). 
“I don’t in a sense get more irritable but I think it’s more difficult for my 
husband obviously. But he’s very supportive and he, you know, helps. 
I do all the cooking and washing and everything through the whole 
time but he does some of the cooking, as he quite enjoys cooking, to 
give me a sort of rest.” (Participant 6a Page 2 Line 34-38). 
The example above also hints at some of the schema or core beliefs the 
participant has about themselves i.e. “I do all the cooking and washing and 
everything the whole time” this may be interpreted as her pressure on herself 84 
 
to maintain a norm and fulfilling her role as a wife regardless of her 
depression.   
Another participant described her husband’s response to her depression as 
reaching saturation and ceasing to be comforting whilst she was depressed.  
This participant considered the positive impact someone objective (and 
outside of the family) can have on her depression.  This suggests that 
sometimes receiving support for depression from a spouse or someone close 
can in itself be unhelpful: 
“You know, the person that is with you, your husband, you know, 
there’s only so much, I guess, that they can take, whereas if you’ve 
got somebody completely different they can sit and listen to you which 
I have found much more helpful.” (Participant 11a Page 16 Line 349-
352). 
Some participants commented on people close to them noticing changes in 
their behaviour whilst they were depressed.  One participant (11a) described 
her spouse noticing a change in her behaviour towards him whilst she is 
depressed.  Other participants talked about not recognising what they were 
experiencing as depression until it was pointed out by someone else, for 
example Participant 7a.  The extracts highlight the impact depression has 
had on individuals’ behaviour/personality and relationships: 
“Well *** [spouse] says once I’m shouting at him I must be better” 
(Participant 11a Page 17 Line 373). 
“she [sister] noticed I was getting very short-tempered with the 
children. And I didn’t register that I was depressed or anything” 
(Participant 7a Page 2 Line 29-31). 85 
 
Within the data participants discussed the differences between confiding in 
professionals and talking with family or friends.  One participant (7a) talked 
about the significant role professionals had with her depression, as she felt 
strongly that her circle of friends and family were unable to support her with 
her depression, in comparison to other (physical) illnesses.  This extract 
exemplifies isolation within depression:  
“it’s harder for family and friends to support you in psychiatric illness, 
in depression” (Participant 7a Page 18 Line 388-389). 
Following on from discussion of close/intimate relationships, participants also 
discussed the significance of relationships made with professionals during 
their depression.  Once depression had been recognised by the individual 
(and/or others close to them as discussed in the above section) and 
diagnosed or identified as depression by mental health professionals, 
relationships with professionals seemed to be significant for individuals as 
these were the main point of contact in managing their depression.  One 
Participant (2a) described the importance of a good working relationship with 
a mental health professional who was assisting her to overcome her 
difficulties with anxiety, which was preventing her from going out of her 
home.  The extract demonstrates the participant relying on someone else (in 
this case a professional) to instigate her recovery and the professional 
needed to prove to her she could overcome her difficulties and achieve the 
task set for her, to go to a shop and buy a newspaper.  Another participant 
(3a) had high regard for her Doctor, their relationship being established over 
several years.  This participant also hints that her Doctor may be retiring 86 
 
soon which she may need to prepare for and establish a new relationship 
with a different Doctor. 
“She’s proved to me that I could do it” (Participant 2a Page 5 Line 
100). 
“Well my own GP I’ve had for many years. I think he’s been near 
retiring for some years now, Doctor *****....Marvellous... Well he’s very 
good but he knows quite a bit about my background” (Participant 3a 
Page 18 Line 425-428). 
Emphasis was placed on trust within the relationship with professionals, this 
was an important aspect discussed by participants.  Some participants, for 
example Participant 4a, described trusting mental health professionals as 
being imperative in order to facilitate recovery, whereas another participant 
(10a) felt his confidence and trust had been betrayed by professionals.  
Another participant felt disappointed with the help she was offered by her 
Doctor, as she did not approve of what had been offered “So it was good of 
him to try but I didn’t like that very much” (Participant 6a Page 7 Line 153): 
“But it’s just that I trusted him, and I think there’s got to be that 
element of trust” (Participant 4a Page 5 Line 106-107). 
“The only thing that gave me a lot of stress was your Dr ******, his 
department, where they breached confidentiality and they took my 
guns away.” (Participant 10a Page 7 Line 149-151). 
The relevance of relationships, especially trusting mental health 
professionals are emphasised within the data, as several participants talked 
about their beliefs around the societal view on depression or stigma 87 
 
associated with depression.  Some participants spoke about the stigma 
depression has and the impact this can have.  Some individuals isolated 
themselves and avoided talking to others (friends or family) about their 
difficulties.  Participants spoke about feeling a sense of shame or 
embarrassment as other people do not empathise or understand about their 
depression, which results in the participants feeling invalidated,  thereby 
isolating themselves or hiding their depression from others and increasing 
their reliance on professionals.  This is reflected in the depression theme 
below.  
Theme three: Depression 
Throughout the interviews participants reflected on their journeys with 
depression.  When participants talked about the start of the journey with 
depression they talked about events that they had identified as triggering 
their depression.  As discussed above, participants experienced life cycle 
changes as involving profound changes in their sense of self.  Participants 
also thought that major life events had contributed to the onset of depression 
and identified a range of events that were significant in this way, including 
the birth of children, major medical procedures, marriage breakdown, and 
financial difficulties.  Several participants discussed the longevity of their 
depression where they have experienced several depressive episodes 
throughout their lives.  One participant (7a) spoke of the accumulated impact 
of significant life events; getting married, her transition into motherhood and 
having three children close together, her final child being born with a severe 
facial defect (see Box 1): 88 
 
Box 1:  Participants identifying life events as triggering depression 
“I think it really all started when my husband left me” (Participant 1a 
Page 1 Line 18-19). 
 “I’ve had depression since my daughter was born” (Participant 2a 
Page 5 Line 110). 
 “After the big operation in **** for the first six months I thought I was 
going to get up and run and go back to work and do anything I want.  
And all of a sudden I came down with a bump, if you like, you know.  
And things started going wrong with my, what with my stomach and 
everything else, it just went wrong.” (Participant 10a Page 2 Line 31-
35). 
“And then from him saying that of course I’m then thinking, “Oh, we’re 
not going to have that bit of money coming in if...,” and it just 
escalated out of all proportion.” (Participant 11a Page 26 Line 587-
589). 
“And the first one that comes to mind was I’d been self-employed all 
my life as a commercial photographer, and one time, it was ****, I was 
declared bankrupt, which was really significant because it meant a 
complete change of lifestyle, what I was allowed to do, what I couldn’t 
do, and we had to move home, we had two young children – and that 
was shock to the system because of the whole change in that and all 
that it meant. And so I am presuming, in retrospect, that I was 
depressed.” (Participant 12a Page 2 Line 33-41). 
“It started in ****. I was coming up to my **
th Birthday. I’d had three 
children very close together. I had two daughters. The third child was 
born at home, thank God, and he had a very severe cleft lip and 
palate.....it is a bitter blow” (Participant 7a Page 1 Line 16-21). 
On reflecting on their journey with depression, several participants described 
their personal experience of depression.  Some participants’ spoke of the 
debilitating impact that depression has upon them and their daily lives, for 
example Participants 4a, 5a and 6a. Participant 6a described experiencing 
the characteristic catastrophic thinking style of depression that would leave 
them feeling like they could not cope.  Some participants did not agree with 
their diagnosis as “You call it depression, I don’t” (Participant 10a Page 1 
Line 17) and “it would appear that my problem is more of anger than actually 
depression” (Participant 12a Page 2 Line 45-46): 
“I just felt as if everything was too much of an effort, and I would just 
sit and feel very sad all the time” (Participant 5a Page 1 Line 20-21)  89 
 
“Well I’ve found it has has given me a lack of motivation and, yeah, I 
think that’s the biggest problem, that I seem to haven’t been able to 
motivate myself to do things.” (Participant 9a Page 1 Line 13-15). 
“Well you feel so tired and you feel anxious about things that normally 
you wouldn’t feel anxious about at all. So every little sort of thing that 
goes wrong you know it’s like a mountain.” (Participant 6a Page 15 
Line 358-360). 
Some participants described their experience of depression as being so 
unbearable that they have attempted to commit suicide.  One participant (3a) 
discusses the paradoxical nature of treatment as this participant attempted to 
overdose with his anti-depressant medication which he received as treatment 
for his depression.  This participant felt so depressed that he did not believe 
he could recover from his depression.  Another participant (12a) commented 
on attempting to commit suicide in relation to the longevity of his depression.  
At different stages of depression this participant considered suicide as the 
only option:  
“I have made a determined, but nowhere successful, attempt to take 
overdoses and ironically it’s by having medication that I was given 
here and was discharged home. That’s an unfortunate circumstance” 
(Participant 3a Page 1 Line 15-18). 
“in between those periods where I have experienced lots of suicidal 
thoughts, and actually did try to kill myself in **** [year]. And, again, I 
was feeling very... I almost tried again in the early **** [year]” 
(Participant 12a Page 3 Line 66-69). 90 
 
Throughout the interview data participants talked about their individual 
coping strategies to try and manage depression.  Some participants talked 
about shutting themselves away and retreating to their beds/houses, other 
participants discussed using their family lives or work to keep themselves 
busy and occupied, whereas two participants spoke of their alcohol addiction 
which was entwined with their journey of depression as one participant said: 
“but I recognise that that also could have a lot to do with my drinking” 
(Participant 4a Page 1 Line 21-22).  The same participant (4a) talks about 
the interplay between her anti-depressant medication and her alcohol 
addiction.  The following extracts indicate participants used self prescribed 
measures such as drinking alcohol in order to manage their depression.  One 
participant reflected on their relationship with alcohol as escapism from 
depression as ”there are times when I get so very, very low that it’s, just give 
me something, I want to get off the planet, you know” (Participant 4a Page 2 
Line 44-46).  This participant acknowledged her addiction with alcohol as a 
vicious cycle:  
“Yes, and I’ll have a drink of alcohol, but of course, I could take it one 
day and get away with it, but then there’s the worry, there’s always the 
chance that the alcohol will want to take a drink (Participant 4a Page 2 
Line 48-50). 
One participant related their experience with alcoholism and mindfulness.  
One participant compared similarities with Alcoholics Anonymous and 
Mindfulness, in that both focus on acceptance and self reliant recovery with 
support from a group.  The participant emphasises self reliant recovery from 
alcoholism as well as other difficulties:  91 
 
“Well in a sense in AA it’s all about acceptance; accepting the 
problem, accepting your own responsibility for it, not looking for either 
medication or other people to blame or to help.  You know.  Well other 
people obviously help because you’ve got the group, you know, but I 
mean not looking for someone who can wave a magic wand for you.  
And, believe it or not, lots of people come in to AA looking for that. 
(Laughing)” (Participant 4b Page 13 Line 315-320). 
As mentioned in the relationship section, some participants felt strongly 
about how depression is depicted and perceived within society as “I think it 
ought to bring it more to the fore.  Because I mean over the years I’ve had it 
said to me by so many people, ‘oh snap out of it’, and I think they’re a bit 
ignorant to what it really is” (Participant 2a Page 16 Line 393-395).  Some 
participants referred to the stigma they felt was still associated with 
depression in society and the current media.  Some participants described 
feeling ashamed, for example participant 6A, by their depression which they 
kept hidden from work colleagues, or angered by the response they had from 
other people to their depression.  One participant described “the one thing 
that annoys me is the fact that depression isn’t brought into the open.  That 
really gets me. Because I think it would allow people who haven’t got it to be 
more understanding.” (Participant 2b Page 28 Line 713-716). The same 
participant (2) went further to explain how her relatives treat her because of 
her depression.  
“‘Pull yourself together!’  She said.  And even my son said, ‘Oh it’s just 
a lazy thing.  Just get up and do things.’  He said.” (Participant 2b 
Page 30 Line 748-750). 92 
 
“There’s still a stigma about it....A couple of people had got 
depression in the ***** [workplace] and had time off, but well, the 
generation, sort of older man and not so many males, there’s still 
stigma that well couldn’t you try a bit harder dear, you know. That sort 
of attitude. And it also goes with unreliability” (Participant 6a Page 4 
Line 88-94).  
Theme four: Treatment 
Interestingly throughout the data there was a divide between participants 
who felt they were in control of their depression and those who described 
relying on others (mental health professionals).  Some participants talked 
about being reliant on mental health professionals to take control and/or ‘fix’ 
a problem i.e. depression.  Other participants acknowledged their role on 
influencing their depression.  These participants may have an internal locus 
of control, where they perceive themselves as being crucial in their recovery, 
for example “I found it for myself don’t matter how many tablets, how much 
talking there is, it depends on the person doesn’t it really?“ (Participant 2a 
Page 12 Line 276-277).  Other participants seemed to externalise their 
recovery where other people are responsible for their wellbeing: 
“with this hip when I fell and did it, I can’t praise the hospital enough, 
they were absolutely wonderful.” (Participant 4a Page 6 Line 129-
131). 
“Because Doctor ****** is a brilliant doctor. If anything needs doing he 
sorts it out for me, So he’s really good” (Participant 5a Page 12 Line 
256-257). 93 
 
Through reflecting on depression, participants recalled their experiences of 
the treatments for depression.  Participants spoke about several different 
treatments for depression, these included anti-depressant medication, talking 
therapies such as Cognitive Behavioural Therapy (CBT), Counselling, 
Electroconvulsive therapy (ECT), admission to hospital for intensive 
psychiatric intervention such as ECT.  Several participants reflected on their 
experience of treatment.  One participant spoke about CBT which he found 
“very helpful because… I found it hard at first to do all the self-analysis one 
has to do. But, once I got into that system, I found it very helpful and I got to 
the stage where I could do it with any problem – step back from it and use 
what I’d been told, use what I’d learnt to steer a way forward.” (Participant 8a 
Page 3 Line 46-50). 
The majority of participants who had received ECT did not favour this 
approach.  For example one participant described ECT as “like going to the 
electric chair” (Participant 6a Page 6 Line 149-150).  Another participant 
referring to ECT said “I have nothing but dislike for it, I think it’s...I don’t think 
it’s a valid or useful thing, it’s an abuse to people’s heads or reactions” 
(Participant 3a Page 4 Line 87-89).  
There was a strong sense from the data that most participants had tried 
several treatments for depression however they were still seeking a 
treatment or intervention for their depression as: “it [medication] did help for a 
little while and I think maybe the long term impact of it [depression] is still I’ve 
got this problem of motivating myself to do things.” (Participant 9a Page 5 
Line 118-119).  Some participants gave the impression that they had 
ambivalent beliefs towards their medication, as on the one hand participants 94 
 
would prefer not be taking/reliant on medication however when their mood 
plummets they seem desperate for any relief/respite, for example “at times 
I’ve said no I’m not going to have antidepressants or anything like that and 
stopped taking whatever it was I had and then I’ve gone so low that I’ve had 
to plead for more, which is a bit humiliating but there we are” (Participant 4a 
Page 1 Line 22-25). Some participants spoke about being reliant on 
medication whereas other participants disliked taking medication for their 
depression as “I now take, reluctantly, Lithium, Sodium Valporate” 
(Participant 7a Page 3 Line 57-58):  
“I haven’t risked going without them [medication] to see. But I’m sure, 
yes, they have been helpful” (Participant 6a Page 10 Line 240-241). 
“You more or less had to just get on with it, you know, take the tablets 
that the doctor give you for depression but at the same time just get 
on with it.” (Participant 11a Page 7 Line 141-143).   
Theme five: Attitudes towards Mindfulness  
This theme has four sub categories; I want to know more,  I can see how it 
could/does help, It’s (mindfulness) not for me and It (mindfulness) fits with 
my personal and/or religious beliefs.  These encapsulate the ideas/attitudes 
participants had towards mindfulness.  The following is based on the 
information gathered before and after participants attended the two 
introductory mindfulness sessions.  Some participants were aware of 
mindfulness prior to the sessions and some had found more information via 
the internet and books prior to the second interview.    95 
 
Prior to attending the mindfulness sessions a number of participants were 
optimistic about trying a new intervention for depression.  It appeared from 
discussions with participants that several were still seeking more effective 
treatments for depression.  The discourse suggested that participants were 
dissatisfied with their previous and current treatments for depression.  Some 
participants seemed desperate for new alternative treatments for depression:  
“I’m willing to try almost anything” (Participant 1a Page 7 Line 158-
159).  
  “depression is not the nicest thing you can have, and if there’s 
anything out  
there to help you, go for it” (Participant 2a Page 20 Line 487-488). 
“So if mindfulness technique can improve that, and if mindfulness 
technique, without having to become a Buddha – Buddhist – can 
reduce my medication, I would be delighted.” (Participant 7a Page 22 
Line 499-501). 
As discussed within the relationships theme, several participants spoke 
about the treatments they were offered and placed the onus with 
professionals to assist with/’fix’ depression.  These participants considered 
others, in particular mental health professionals as being responsible for 
managing and/or curing their depression, this is emphasised by the word 
“offered” in the extract below:   
“well I’m at that stage where I’ve been feeling so awful that actually I 
try most things, you know......I mean anything that’s offered which 96 
 
sounds as though it could help, yes I would give it a go” (Participant 
4a Page 11 Line 258-259). 
As mentioned above, several participants described taking antidepressant 
medication for numerous years, only altering dosage and brand of 
medication.  Some participants indicated that they would prefer no or less 
medication than they were currently taking.  One participant (6a) in particular 
was keen “that it [mindfulness] hasn’t any medication attached, which is an 
important thing. I want to get off as much medication” (Participant 6a Page 
12 Line 279-280).  This seemed important for participants either due to the 
permanence of medication with adverse side effects or because medication 
had not been able to cure their depression therefore deemed as ineffective 
by some participants.  Other benefits of mindfulness were discussed by 
participants, for example participant 6a was enthused that it could be 
practiced alone without needing anyone or any equipment as mindfulness 
was “something that I could do myself, perhaps it’ll just help” (Participant 6a 
Page 13 Line 321).  This participant was keen to take control over her 
treatment for depression.  Other participants also expressed their 
enthusiasm for mindfulness:  
“If it could give me a bit more control of my life and everything, a bit 
more control of my own reactions to things, that would be wonderful” 
(Participant 1a Page 6 Line 141-142). 
“It sort of excited me in the sense that it brought up things that I hadn’t 
thought about before, as we were all invited to give opinions. What I 97 
 
got out of it was I found it very good and very interesting to look into 
oneself and things like that” (Participant 3b Page 1 Line 18-21). 
In discussing the upcoming mindfulness sessions several participants spoke 
about their expectations of the group.  It was apparent from the interview 
data that most of the participants were excited by the prospect of trying a 
new intervention for depression.  Some participants commented on the social 
and normalising aspect of the group scenario:  
“And it’s quite nice to have other people to discuss things with, to be 
able to share one’s thoughts” (Participant 1a Page 5 Line 114-115). 
“I think one good thing is that there is a group element with it, because 
I think when you’re not well and you’re feeling down in any way, 
there’s always that point where you think you’re the only one in the 
world who’s suffering....so it’s probably good to hear what other 
people, what’s happening to them” (Participant 4a Page 10 Line 223-
229). 
“Because I mean they [group] can’t be too discouraging to someone 
they’re trying to get out of depression” (Participant 6a Page 9 Line 
200-201).  
One participant considered the group element of the sessions as being 
particularly important for older people who perhaps have less to do on a daily 
basis as they have retired.  This extract highlights potential social isolation 
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“And I think for older people it would be helpful. If they were on their 
own and knew then that 10:00 am they had to start and do something 
you know it would be helpful” (Participant 6a Page 15 Line 350-352). 
Following the group several participants referred to the applicability or 
generalisibility of mindfulness, particularly the adaptability of mindfulness as 
it can be practiced alone or in a group setting, for example: “I think it’s 
something you can do on your own. So although group is very nice in lots of 
ways you can do it on your own” (Participant 6b Page 11 Line 257-259).  
Another participant highlighted her ambivalence about the applicability of 
mindfulness on her daily life: “Whether you can apply it to your everyday life, 
from getting up to going to bed, and if you do that, it helps.  This is the thing 
to be convinced of, isn’t it, really? I think I can probably train myself to do 
that” (Participant 7b Page 9 Line 193-195).  Some participants considered 
the application of mindfulness and how mindfulness may work out for them in 
daily life or in certain situations.  One participant (11b) considered how she 
could apply mindfulness when her mood fluctuated and her depression 
became worse, as: “When you’re in a really deep depression, I suppose 
you’ve got to try what you’ve experienced over those two weeks, and it could 
help, it may not help – I suppose it just depends on the situation.” (Participant 
11b Page 18 Line 400-402).  Other participants commented on the perceived 
benefits they felt mindfulness may have on their health:  
“And I’m sure there is a benefit to us, who have depression or anxiety 
or whatever, in being able to control our minds a bit more.” 
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“all meditation can help with stress.” (Participant 10b Page 2 Line 35). 
“Yes. If it could get you to relax and get rid of stress and everything, I 
think it would be good.... I’m sure if you’re more relaxed and stress-
free, it’s better for your health and everything – it must be – but I can’t 
think of anything else, really.” (Participant 1b Page 6 Line 130-136). 
Some participants (11b and 12b) considered how mindfulness could be 
practiced and/or sustained during their daily routines.  One participant 
discussed using mindfulness at certain times during the day when she is 
aware her mood deteriorates: “late afternoon is not a good time for me as a 
rule, it always has been a time when I get a bit more het up, so if I can make 
myself go up and just lie on the bed... I’m better lying down than sitting... I 
can just close my eyes and let my thoughts go and telling myself that I’m 
feeling really rested, and that’s good.” (Participant 4b Page 2-3 Line 46-50).  
The same participant acknowledged the need for practice in order for 
mindfulness to be effective: “but you’d have to keep going to make it really 
work, I think.” (Participant 4b Page 10 Line 236-237).  Another participant 
described mindfulness as having an immediate impact on her behaviour and 
mood, as: “I feel that, even with just those two sessions, if my mind starts 
wandering on negative things, I’d bring myself back to be aware of perhaps 
something else, which I didn’t do prior to that.” (Participant 11b Page 15 Line 
324-326): 
“I realise now I could use it every day, being more aware of different 
things that are going on, instead of just shutting my mind away and 100 
 
thinking of all the wrong things.” (Participant 11b Page 13 Line 288-
290). 
“well, that is a conscious effort, as far as I’m concerned, that you are 
going to practice mindfulness, and therefore you need to allocate a 
slot for it.” (Participant 12b Page 18 Line 400-402). 
One way in which participants displayed their interest in and enthusiasm for 
mindfulness was through their recommendations or not of mindfulness to 
others.  Some participants spoke to people close to them about mindfulness, 
what they had experienced and their impressions of it whereas other 
participants did not discuss mindfulness with anyone else:  
“Well I wouldn’t talk to my stepdaughters about it or anything like that, 
you know.”  (Participant 4b Page 11 Line 251-252). 
“Well, I’ve discussed it with my husband but I haven’t discussed it with 
all that many people, I suppose...... Well, he’s not interested in doing it 
himself [laughter]. Typical man. But yes, he was interested in the 
concept” (Participant 6b Page 12 Line 295-299). 
Another way participants demonstrated their interest in mindfulness was 
through requesting more information, either through more group sessions, 
books, internet or DVDs.  Some participants stated two sessions were 
inadequate, for example: “I would have preferred to have had more sessions” 
(Participant 4b Page 1 Line 19-20).  Other participants were proactive in their 
interest in mindfulness as they had sourced some additional information for 
themselves.  This indicated that these participants had a sense of wanting to 
take control over their lives and depression, for example: “I was looking on 101 
 
the internet last night actually at mindfulness just to sort of remind myself of 
what it was all about” (Participant 8b Page 2 Line 43-44).  Other participants 
seemed to described having a passive interest in mindfulness as: “I would 
use it again if the course could be continued” (Participant 3b Page 8 Line 
192).  This suggests that this participant perceived and was interested in 
mindfulness in a group format: 
“No, well, if there is any chance of any more literature or if they have 
another session over there or anything like that, I’d love to carry up 
where I left off.” (Participant 2b Page 25 Line 638-640). 
“But if there are any books or anything I could read, I would appreciate 
that.” (Participant 1b Page 7 Line 148-149).  
Another participant was sceptical about the generalisibility of mindfulness 
outside of the group setting and whether people would maintain mindfulness 
practice or “once they’ve had the session they’re sod that.  (Laughing).” 
(Participant 10a Page 12 Line 262).  This participant was not keen on 
mindfulness and felt that “In 10 years’ time, something like mindfulness may 
be exactly what I want. But, at this present time, I don’t think so” (Participant 
10b Page 8 Line 189-191).  
During the discussion some participants were able to describe their current 
understanding about Mindfulness.  These statements echo mindfulness 
principles of awareness and acceptance without judgement of self. 
Participants spoke from their knowledge and experience, this insight enabled 
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several participants identified with focusing on the past or the future and 
found it refreshing to remain in the present moment: 
“keep things in the present, and I think the majority of us do drift off” 
(Participant 2a Page 16 Line 376-377). 
“Oh it is important, because the present is the all-important condition. I 
think that’s all there is, is the present. Because any further and you’re 
in the next period of immediacy” (Participant 3a Page 7 Line 151-153). 
 “I think what I have learned is you have to accept the things that you 
can’t change – there’s no point in worrying about the things you can’t 
change, because everybody faces challenges like that.” (Participant 
8a Page 4 Line 81-84). 
Within the data two participants made links with mindfulness and their 
religious beliefs.  These participants described feeling comforted by the idea 
of mindfulness fitting with their religious beliefs and practices.  One 
participant (12a) found similarities in his religious scriptures and mindfulness: 
“from my point of view, my Christian faith does as much, or I should 
say can or should do more than that does. If I was to obey the 
scriptures, then that would eliminate that sort of thing. I’ll give you an 
example – there’s a verse which says that don’t be conformed to this 
world but be transformed by the renewing of your mind. Well, that is 
another description of meditation. If you can renew your mind and be 
transformed into what God wants you to be, rather than be conformed 
to this world, or – as some versions – moulded into their mould, then 
you can be yourself but with a retransformed, renewed mind. Well, to 103 
 
me, that’s as good as meditation. It might be a description of 
meditation, in some ways” (Participant 12a Page 31-32 Line 765-776).  
“our prayers are......very focused and very helpful to us and can give 
us strength, and so in a way Mindfulness can do the same sort of 
thing for someone who is depressed, to maybe encourage them and 
to maybe think more positive.” (Participant 9a Page 9 Line 212-217). 
“Because that doesn’t contradict my beliefs, it actually complements it 
in as much that I’m aware” (Participant 12a Page 35 Line 845-847). 
Theme six: Mindfulness Sessions 
This theme incorporates the following sub-categories; evaluation of sessions, 
group members, group dynamics and discussions about the facilitator of the 
group.  As anticipated by the researchers, the experience of the two 
introductory mindfulness sessions sparked lots of discussion during the 
interviews.  Participants were able to describe their account of each session 
in detail.  Some participants focused on their experience within the group, 
whereas other participants seemed distracted by other group members.  
Some participants described fully immersing themselves into mindfulness by 
participating fully in the exercises, whereas others seemed to take an 
observer perspective within the group.  This may indicate that some people 
arrived at the sessions with the intention of taking control over their 
depression whereas others had the mind set of ‘what can you do for me’.  As 
discussed within the treatment theme, the participants may have approached 
mindfulness with either an attitude of internal (the person themselves is 
responsible for their treatment) or external (others i.e. professionals are 104 
 
responsible for treating depression) locus of control.  Participants with an 
internal locus of control may have been seeking alternative 
treatments/approaches for their depression and may have identified with 
mindfulness as being an alternative approach that they are in control of and 
responsible for, not needing to rely on others i.e. Doctors to prescribe or 
monitor dosage.  As mindfulness is experiential (needs to be experienced to 
fully grasp the idea) and is something that happens internally rather than to a 
person externally or can be seen, the participants expecting ‘something to be 
done to them’ would have had completely different experiences to the other 
group members.  The following extracts demonstrate the impact/are 
evaluative of the mindfulness sessions.  Some participants seemed 
empowered by mindfulness and valued the new perspective it offered:  
“I came away and came home and it really got me thinking the 
number of things we take for granted.” (Participant 2b Page 2 Line 38-
39). 
“I think it’s an excellent way of approaching, getting to know yourself 
better and in doing so overcoming a lot of whatever burdens your 
mind is in, you know, your mind has.  Yeah, I think it’s an excellent 
thing.” (Participant 4b Page 8 Line 193-195). 
“Well, it’s something that you feel gives you a bit of power over your 
depression. I mean, you feel I can’t do anything and then you think, 
well, I’ll try mindfulness and that might help. So it is a tool in that…” 
(Participant 6b Page 9 Line 222-224). 105 
 
 “Yeah, I think they say it does help not to dwell too much on things in 
the past which have... not always very positive things and yeah, I think 
it was helpful.  Yeah.” (Participant 9b Page 4 Line 73-75). 
Not everyone considered mindfulness to be a positive experience, for 
example one participant stated: “It was a bit of a disappointment” (Participant 
10b Page 1 Line 22).  Some participants felt there were not enough sessions 
in order to understand or experience mindfulness.  Others were only able to 
attend one session (out of two) and felt they did not grasp the concept of 
mindfulness as: “I’ve got this mindfulness fixed in my head that it is thinking 
about what you’re doing when you’re doing things you don’t need to think 
about. I understood that was the sort of brain training that you’re trying to do. 
And that didn’t come – so I may have it wrong – that didn’t come over in the 
class at all. But I’m sure it would have been better if I hadn’t missed one. I’m 
sure it would have been.” (Participant 7b Page 2-3 Line 47-52).  Some 
participants seemed distracted by being in a group setting and did not grasp 
the concept of mindfulness: 
“I suppose, having said all that – and saying I got a lot out of it, which I 
did – I can’t… If you asked me what is mindfulness, I don’t really 
know. I haven’t given it a thought in itself. Mindfulness, well, it says 
what it… It is what it says, but it’s not actually understanding it. I’m not 
really sure I understood mindfulness.” (Participant 3b Page 7 Line 
154-158). 
“Well, it’s always difficult to say I didn’t find it very helpful.” (Participant 
7b Page 1 Line 13). 106 
 
Some participants reflected on the group element which they deemed as 
being a positive influence for people with depression and for mindful practice.  
One participant reflected on the impact a group intervention could have as 
the individual could commit to a regular session and avoid letting other things 
get in the way: “I think probably it easier to do it in a group because then you 
make sure that you actually give the time and you don’t let other things 
impinge on it than on your own” (Participant 6b Page 5 Line 122-124).  Other 
participants commented on the normalising influence of a group where there 
are other people with similar difficulties to your own:  
“Well, it was nice to know that there were other people in the same 
sort of situation, really. Yes – comfort from that.” (Participant 1b Page 
5 Line 108-109). 
 “I think I did benefit from the fact there were other people.” 
(Participant 12b Page 25 Line 560). 
One participant commented on gender within the group.  This participant felt 
by being the only male in the group there were female dominant themes 
within the group which he felt detracted from the session:  
“That was one other thing I found – that being the only male there, I 
felt as though I wasn’t being able to relate to a couple of the women in 
the first one and second because they were in their… I don’t what 
their marital statuses were – whether they were separated, divorced, 
or whatever – but there seemed to be a void, which, one in particular, 
wouldn’t address.” (Participant 12b Page 26 Line 585-590). 107 
 
Several references were made by participants about other members in the 
group.  Some participants felt other group members had a positive impact on 
their experience, for example: “It was interesting hearing other group 
members’ reactions.  I mean, everybody has, I think, pretty much something 
positive to say about the experiment.” (Participant 8b Page 4 Line 72-74).  
Whereas other group members were perceived as detracting from the group 
experience, for example: “And I found that distracting because she wasn’t on 
the same wavelength as me” (Participant 12b Page 4 Line 87-88).  Some 
participants reflected mindfulness having a positive impact on the group as a 
whole “I had a feeling it made the others think as well, not only me.” 
(Participant 2b Page 3 Line 57-58).  Other participants seemed to be in an 
observing role where they seem more focused on other members of the 
group.  Some participants felt they gained something positive from other 
members in the group: 
“But they are all intelligent, stimulating people. I was very pleased to 
be in their company.” (Participant 3b Page 12 Line 285-286). 
“But I felt perfectly comfortable, myself, and was aware that other 
people were not – mainly the male members..... Body language or 
something – “This will be over in a minute and then I can go.”” 
(Participant 7b Page 1 Line 17-23). 
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Summary  
The analysis focused on trying to understand people’s experiences of 
depression and attitudes towards mindfulness.  Through analysing attitudes 
towards mindfulness we are able to identify how people may relate 
mindfulness, as a new intervention to their depression.  The discourse 
relates to the individual journeys participants have experienced with 
depression. Identity was a main theme impacted by changes throughout the 
life cycle, in particular working life and retirement.   
Evaluation of treatments current or previously tried, were prevalent 
throughout the data.  There was an inclination towards most participants still 
searching for treatments to resolve/fix their depression.  Analysis identified 
some participants arriving at mindfulness with the attitude of wanting to take 
control of their depression and seeing this as being their responsibility to do 
so.  Other participants seemed to put the onus on others (i.e. professionals) 
to resolve/fix their depression for them therefore rejecting mindfulness.   
The group setting enabled a normalising environment which some 
participants found therapeutic.  The social element of the group was 
recognised by some participants as being valued due to the isolating nature 
of depression and older age cohort.  Mindfulness was viewed by most 
participants as a positive and worthwhile experience.  These individuals 
seemed to want to further their knowledge and experience of mindfulness.  
Whereas some participants felt mindfulness was not relevant or appropriate 
to their current situation.  Typically, participants seemed to come to 
mindfulness with an attitude of either desperation, and/or a positive attitude 
towards taking control of their lives, of wanting to manage things (including 
depression) for themselves.  People’s relationship with their depression 109 
 
appeared to be more challenging in retirement due to the significant impact 
leaving work has on identity.  This shift in identity and a life time of ineffective 
treatments are what seem to prompt interest in mindfulness.   
Participants were sceptical about the applicability and generalisability 
of mindfulness.  Participants who displayed an interest in taking control of 
their depression seemed more amenable to adopting mindfulness into their 
daily routine and perceived mindfulness as generalisable.  Mindfulness was 
not appealing or acceptable for participants who displayed an external locus 
of control (where others are perceived as responsible for their wellbeing).  
This may be due to the perceived nature of mindfulness as it relies on the 
individual to practice and develop their skills (‘so the person would need to 
be doing rather than having something done to them by other people’).  The 
analysis overall suggests there is a potential for mindfulness to be 
acceptable for older adults with recurrent depression.  
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Quantitative Component 
The qualitative analysis informed the development of a small number 
of questionnaire items which were then used in a quantitative survey about 
attitudes towards mindfulness.  This part of the study focused on the 
following research aims; to identify the attitudes towards mindfulness that are 
commonly held by older adults with depression and whether attitudes 
towards mindfulness can be measured.  This was a very small pilot study to 
explore whether attitudes towards mindfulness could be identified and 
measured through the survey.   
It was hypothesised that there may be different attitudes towards 
mindfulness between males and female participants, and/or there may be a 
difference between people who have experienced more severe (long-term) 
depression as they may be more inclined to seek an (new) alternative 
intervention for depression due to their experience of other (possibly 
ineffective) treatments.  Furthermore it was hypothesised that people who 
are more mindful may be more inclined to try/be interested in trying 
mindfulness for depression. 
Method  
Attitudes towards Mindfulness Questionnaire Development 
Using the findings from the inductive thematic analysis, sub-scales for 
the questionnaire were identified and these were developed into five 
dimensions for the survey; 1) Perceived need for treatment, 2) Inclination 
towards mindfulness, 3) Perceived effectiveness of mindfulness, 4) Attitudes 
towards the process of mindfulness and 5) Attitude towards the individual 111 
 
versus group delivery of mindfulness.  A sixth dimension; passive or active 
role in treatment was also identified and it was decided by the research team 
to include a health locus of control measure which available in the public 
domain, to measure this dimension in more detail.  Questionnaire items were 
devised, by the research team, ensuring both positive and negatively worded 
items in each dimension (see Table 3).  Positive and negatively worded 
statements were necessary in order to prevent/reduce response bias from 
participants.   The newly developed questionnaire will be referred to as the 
Attitudes towards Mindfulness Scale (AMS).  
Procedure 
After obtaining ethical approval from the relevant Ethics Committees 
(see Appendix 6) questionnaire packs containing; a survey invitation letter, 
the AMS, the BDI-II (Beck, et al., 1996), Multidimensional Health Locus of 
Control Scale - MHLC (Wallston, Stein, & Smith, 1994) and the Friedberg 
Mindfulness Inventory (short form) - FMI (Walach, et al., 2006).  As with the 
qualitative phase/study, it was anticipated that mindfulness may be a new 
concept for participants therefore it was deemed necessary to provide each 
participant with the uniform written description of mindfulness (see Appendix 
1).  Questionnaire packs were distributed to patients with depressive disorder 
attending outpatients department in OPMHT.  The packs also contained a 
debriefing statement with contact information should participants wish to 
withdraw from the study or find out more information about the study. In 
order to address any adverse impact from completing the measures, 
participants were advised to discuss their concerns with the OPMHT in the 
unlikely event that they require further support following their participation in 112 
 
this study.  Participants were assured that all responses were anonymous 
and any personal details were deleted. 
Measures 
The AMS consists of 20 self report items intended to explore attitudes 
towards mindfulness within the older adult population with depression (see 
Table 3).  Responses are on a 5-point likert scale (1 = strongly agree to 5 = 
strongly disagree).  Attempts were made to keep the scale as brief as 
possible whilst trying to retain sufficient items to establish the survey’s 
internal-consistency (reliability) and scale structure.  In total 11 items on the 
AMS were reversed scored (see Table 4) so that all scores were comparable 
where high scores indicate positive attitudes towards mindfulness.  The scale 
scores were calculated by totalling the responses from each item within a 
scale. 
BDI-II consists of 21-multiple choice self-report items, which measures 
the severity of depression a person is experiencing. It has good 
psychometric properties (Beck, Steer & Brown, 1996).  This measure 
indicates the mood state of the participant.  The higher the BDI-II score the 
higher the level of depressive symptoms.  The BDI-II is a clinical screening 
tool with good internal reliability for depression in older adult populations 
(Segal, Coolidge, Cahill, & O'Riley, 2008) 
The MHLC Form C was used as it is a condition specific 18 item self 
report scale that can be adapted to any condition, such as depression.  The 
subscales; internality, chance, doctors and other powerful people are reliable 
with concurrent and construct validity (Wallston, et al., 1994). 113 
 
The FMI (short) is a reliable 14 item measure of mindfulness. It is 
designed for populations who do not have previous knowledge of Buddhist 
principles (Walach, et al., 2006).  High scores on the FMI translate to high 
levels of mindfulness. The FMI was included in the survey in order to identify 
whether mindfulness traits are related to interest in mindfulness as an 
intervention for depression.   
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Table 3: Attitudes towards Mindfulness devised items 
Item 
Number 
Item on the Attitudes towards Mindfulness Scale (AMS) 
1   I am interested in a different treatment for depression.  
2  I am satisfied with my current treatment for depression. 
3  I do not want to unsettle things by trying something new. 
4  I have tried everything but I am still looking for a way to manage 
my depression. 
5  Mindfulness is something for other people, not for me. 
6  From what I have read (or previously heard) about mindfulness it 
is something that appeals to me. 
7  I don’t know enough about mindfulness to be interested in it. 
8  I would be interested in trying mindfulness. 
9  Mindfulness probably won’t work for me. 
10  Mindfulness would be a waste of my time. 
11  Mindfulness could work for me.  
12  Mindfulness could help me to have more control over my 
depressive thoughts. 
13  I think I would find it difficult to learn to meditate. 
14  I would find it easy to practice mindfulness on my own. 
15  I would find it hard to practice mindfulness outside of a group 
therapy session. 
16  Mindfulness relies on the individual to practice being mindful 
regularly (for example several times per day). This is something I 
would be interested in. 
17  I like the idea of mindfulness in a group therapy session. 
18  I do not like the idea of group therapy sessions. 
19  I would rather learn to meditate in a one-to-one class with just me 
and the therapist. 
20  I would prefer someone guiding me rather than having to practice 
mindfulness on my own. 115 
 
 
Table 4: Dimensions of AMS 
Dimensions of AMS  Item Numbers:  Reverse Score 
Perceived need for treatment  1, 2, 3 & 4  1 & 4 
Inclination towards mindfulness  5, 6, 7 & 8  6 & 8 
Perceived effectiveness of 
mindfulness 
9, 10, 11 & 12  11 & 12 
Attitudes towards the process of 
mindfulness 
13, 14, 15 & 16  14 & 16 
Attitudes towards the individual 
versus group delivery of mindfulness. 
 
17, 18, 19 & 20  17, 19 & 20 
 
Sample 
As this was phase was intended to be a very small scale pilot study 
(partly due to time constraints), 50 questionnaire packs were distributed to 
outpatients known to the OPMHT who were suggested by their OPMHT 
clinician.  Nineteen questionnaires were returned (38% response rate).  Some 
data was missing refer to Table 5).  Participants were known to the OPMHT with 
a history of depression.  Due to time constraints the majority of the surveys were 
sent via post to potential participants, this seemed appropriate as participants 
had more choice to opt in by completing and returning the survey or opting out 
of the survey.  Participants were provided with stamped addressed envelopes to 
return the survey to the researcher without any cost to themselves.    
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The data analyses were performed using the IBM Statistical Package 
for the Social Sciences (SPSS), version 19.  Non-parametric tests were used 
as histograms suggested that scores on some of the scales were not 
normally distributed, possibly due to the small number of responses.  Initially 
the quantitative analysis explored the data graphically.  A Cronbach’s alpha 
was performed in order to assess the internal reliability of the questionnaire’s 
scales.  Descriptive statistics were calculated in order to establish the mean 
score on the attitudes scale.  Then Spearman’s (non-parametric) correlations 
were conducted to assess whether attitudes towards mindfulness differ 
among different groups of participants i.e. level of mindfulness, severity of 
depression, differences in perceived health locus of control and number of 
years since retirement.  A Mann-Whitney (non parametric) test was 
conducted to assess whether there were any difference between gender and 
attitudes towards mindfulness.  
Quantitative Results 
The sample group comprised of 19 responses (8 female 6 male and 5 
undisclosed), aged between 60 and 89 years (mode = 70-79 years). Of these 
responses there were some missing items. Most of the responses on the 
AMS were normally distributed, with the exception of items 10, 11, 12, 15, 
16, 17 & 18 which were clustered in certain scale ratings.  Each of the five 
scales consisted of 4 items each therefore the range of scores is between 4 
and 20, with a mid-point score of 12.  
For AMS scale 1: Perceived need for treatment (item numbers; 1, 2, 3 
& 4) the analysis identified 11 of the total 18 responses were above the mid-117 
 
point.  The higher the scores on this scale indicate greater perceived need 
for a new treatment for depression.  Just over half of the sample, 11 
participants perceived the need for a new treatment for depression. 
Likewise, the analysis of AMS scale 2: Inclination towards mindfulness 
(item numbers; 5, 6, 7 & 8) showed that 14 of the total 17 responses, were 
above the mid-point.  This indicates that majority of the sample showed 
genuine interest towards mindfulness.    
Analysis of AMS scale 3: Perceived effectiveness of mindfulness (item 
numbers; 9, 10, 11 & 12) identified a bi-modal distribution, as there were two 
modes, this suggests that equal number of respondents (18 in total) were 
either unsure (neither agree or disagree) about the perceived effectiveness 
of mindfulness or perceived mindfulness as effective.  
Likewise the analysis of the AMS scale 4: Attitudes towards the 
process of mindfulness (item numbers 13, 14, 15 & 16) also identified a bi-
modal distribution with 18 responses in total.  This suggests that majority of 
the respondents were split between being either unsure (neither agree or 
disagree) whether it would be easy to learn and/or practice mindfulness. 
The AMS scale 5: Attitudes towards the individual versus group 
delivery of mindfulness (item numbers 17, 18, 19 & 20) analysis identified the 
majority of respondents, 14 of 18 responses in total scored over the mid-
point.  This indicates the majority of the sample had positive attitudes and 
would be willing to practice mindfulness in a group.  
The range of scores on the FMI is 14 to 56, and the mid-point is 35. 
The higher the score indicates greater level of mindfulness.  Just over half of 118 
 
the respondents, 11 of 14 responses in total scored above the mid-point, this 
suggests that over half of the sample were mindful.    
The MHLC is comprised of four subscales; internal, chance, doctors 
and other people.  The possible range on the internal and chance scales is 
between 6 and 36, with a mid-point of 21.  For the doctors and other people 
subscales, the possible score range was 3 to 18, the mid-point being 10.5.  
The MHLC internal scale (item numbers 1, 6, 8, 12, 13 & 17) analysis 
showed half of the responses, eight of 16 total responses were above the 
mid-point (score of 21).  These findings indicate that half of the respondents 
considered themselves to have an internal health locus of control (perceiving 
self as being responsible for their own health). 
Analysis of the MHLC chance scale (item numbers 2, 4, 9, 11, 15 & 
16) identified almost half of the respondents, seven of 16 total responses 
scored above the mid-point which suggests that the sample were spilt in 
terms of perceiving their health to be down to chance.  
On the MHLC doctors scale (item numbers 3, 5 & 14) all but one 
respondent scored above the mid-point (10.5) which indicates that the 
majority, 15 of the sample (16 in total) perceive doctors (medical 
professionals) as being responsible for their health i.e. external health locus 
of control.  
The final subscale on the MHLC; other people (item numbers 7, 10 & 
18) showed the majority of the sample, 11 of the 17 total responses scored 
above the mid-point.  This suggests the majority of respondents consider 
other people as being responsible for their health.  
On the BDI-II the range of scores are between 0 to 63 (0-13 = 
minimal, 14-19 mild, 20-28 = moderate and 29-63 = severe depression).  119 
 
From the analysis the majority, 10 of the 15 respondents rated themselves 
as being within the minimal or mild range of depression at the time of 
participating in the study.  
A Cronbach’s Alpha was used in order to test the internal reliability of 
the survey scales (see Table 5).  In order for the subscales (see Table 4) to 
be considered as having internal consistency and reliable the Cronbach’s 
Alpha for each scale should be greater than .7.   
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From the Table 5 the findings indicate that the AMS 2 Inclination 
towards mindfulness scale was reliable with internal consistency, along with 
the FMI, BDI-II, MHLC internal, chance, and doctors subscales.  The MHLC 
other people scale did not show internal consistency therefore is not deemed 
a reliable subscale in this sample and will not be included further in the 
analysis.  
A Spearman’s rho, a statistical test of correlation was used in order to 
identify the strength of any relationships between variables (see Table 6). 
Table 6: Spearman’s Correlation Coefficients  
Scale   
 
Total AMS 
MHLC Internal 
 
Correlation Coefficient  
Significance  (2-Tailed) 
.110 
.707 
MHLC Chance 
 
Correlation Coefficient  
Significance  (2-Tailed) 
-.147 
.617 
MHLC Doctors 
 
Correlation Coefficient  
Significance  (2-Tailed) 
.279 
.334 
MHLC Other People 
 
Correlation Coefficient  
Significance  (2-Tailed) 
-.171 
.542 
Total BDI-II 
 
Correlation Coefficient  
Significance  (2-Tailed) 
.566* 
.044 
Number of years retired  Correlation Coefficient  
Significance  (2-Tailed) 
.376 
.228 
Total FMI   Correlation Coefficient  
Significance  (2-Tailed) 
-.425 
.169 
*.Correlation is significant at the 0.05 level (2-tailed). 122 
 
As the above table indicates the analysis identified the Total AMS and 
BDI-II as being positively and significantly correlated r = .56, p (2-tailed) <.05, 
suggesting higher levels of depression are related to positive attitudes 
towards mindfulness.  Majority of the sample, 10 of 15 total responses 
indicated minimal or mild depression therefore these findings suggest that 
people experiencing these levels of depressive symptoms have more 
positive attitudes towards mindfulness.  The analysis also suggests a 
positive relationship between the AMS and; MHLC internal, MHLC doctors 
subscale and the number of years since retirement (all non significant).  
These findings suggest that within the sample the greater perceived internal 
locus of control, perceived locus of control in doctors and the further into 
retirement people are, the more positive their attitudes towards mindfulness 
are.  A negative correlation was found between AMS and MHLC chance 
which is not significant.  This suggests the higher the level of health being 
perceived down to chance the more unfavourable attitudes towards 
mindfulness are.  
A Mann-Whitney test showed there were no significant differences 
between attitudes and gender.  There is a non-significant trend that females 
have more positive attitudes towards mindfulness (see Table 7).  
Table 7: Attitudes towards mindfulness and gender  
Gender  Number  Median  Minimum  Maximum 
Male  6  63.00  48.00  76.00 
Female  8  72.50  52.00  76.00 
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Discussion 
The qualitative analysis identified six main themes about people’s 
experiences with depression and attitudes towards mindfulness, within the 
interview data.  Participants described their journeys with depression across 
their lifespan.  There was a strong sense of searching for a new or more 
effective treatment or cure to resolve depression.  Some participants 
described wanting to take control of their depression and its treatment 
therefore mindfulness was appealing.  Others within the sample implied that 
depression was the responsibility of others to fix or resolve therefore these 
participants seemed less interested in mindfulness or how it could apply to 
them.  
From the data it was evident that several participants found being in a 
group a positive and social experience, particularly benefitting from the 
normalisation of their difficulties.  Participants who found mindfulness as a 
positive and worthwhile experience wanted to develop their knowledge and 
understanding of mindfulness.  It seemed evident from the analysis that 
retirement was a particularly significant time for this sample as working life 
had a somewhat protective element for depression.  The analysis overall 
suggests some acceptability for mindfulness in the older adult population 
with recurrent depression.  
The findings from the quantitative analysis suggests there was a 
positive response from the sample about wanting to try a new treatment for 
depression, strong inclination towards mindfulness, perceived mindfulness 
as efficacious and easy to learn and practice with an acceptance of the 
delivery of mindfulness in group format or 1:1 basis.  Over half of the sample, 
were already mindful according to the FMI.  Half the sample considered 124 
 
themselves to be responsible for their health compared to the rest of the 
sample who felt their health was down to chance.  There was also a strong 
perception within the sample of doctors and other people being responsible 
for their health.  Most participants self reported minimal or mild symptoms of 
depression on the BDI-II.  The AMS scale 2 was the only reliable subscale 
within the newly developed questionnaire as it showed internal consistency.  
Depression (significant correlation) and number of years since 
retirement were positively correlated with attitudes towards mindfulness.  
This indicates people who were more depressed and people further into their 
retirement were more positively inclined towards mindfulness.  This implies 
people with minimal to mild levels of depression are more inclined towards 
mindfulness as an intervention for depression.  This finding is in agreement 
with current literature which suggests that mindfulness could be used as a 
proactive measure for people who are not currently (moderately to severely) 
depressed (NICE, 2009).  In addition the findings indicate the longer people 
have been retired the more positive they are towards mindfulness.  
Similar to the qualitative insights, the quantitative pilot suggested a 
positive relationship between feeling responsible for own health (internal 
locus of control) and attitude towards mindfulness (although this was not 
significant).  This is supported by the finding that respondents who perceived 
their health to be due to chance also had lower/more unfavourable attitudes 
towards mindfulness.  Interestingly there was a positive trend in the 
relationship between attitudes towards mindfulness and reliance on doctors.  
There were no differences between male or females attitudes towards 
mindfulness.  125 
 
The combined qualitative and quantitative studies have provided a 
small indication of the possible attitudes towards mindfulness in the older 
adult population.  The findings suggest there is some demand and some 
indication that mindfulness could be acceptable for older adults with 
recurrent depression.  
One of the strengths of this study was the mixed methods design as 
qualitative and quantitative methods complement each other and provide 
holistic findings.  Another strength is the use of a clinical sample which could 
assist mental health services to plan interventions in the future.  The samples 
were representative of the target population (older adults with recurrent 
depression).  In order to build on the current literature both samples 
(qualitative and quantitative) were selected due to experiences with recurrent 
depression and belonging to the older adult cohort.  This enabled the 
research, exploring the acceptability of mindfulness, to focus on this target 
population.  The biased population may have skewed the results favourably 
as this cohort is likely to have experienced numerous treatments for 
recurrent depression therefore elected to participate through wanting a 
new/alternative treatment for depression.  The sample are representative of 
the target population (older adults with recurrent depression).  In the 
qualitative study the interviewer was not present at the introductory 
mindfulness sessions in order to reduce any demand characteristics.  
Although the survey measures were reliant on self report from participants 
these were left with participants to complete in their own time therefore 
reducing any demand characteristics (i.e. pressure to complete or social 
desirability with the researcher present). 126 
 
Limitations of this study include the small sample size for the 
quantitative part which only allowed for a pilot study to be conducted; further 
research could expand by exploring a larger sample.  Had a larger sample 
been recruited a Principle Components Analysis (PCA) could have been 
performed in order to explore the properties of the newly developed 
questionnaire.  The PCA would assess whether the questionnaire measures 
a single construct or has distinct subscales.  Literature suggests that 
approximately 5–10 participants are required for the PCA per questionnaire 
item.  As the AMS had 20 items, a sample size of 100 participants would be 
sufficient to allow for the PCA (Comrey & Lee, 1992; Tabachnick & Fidell, 
2001).  The AMS as a new questionnaire requires evaluation for validity and 
reliability through a larger sample or redesigning of the individual AMS items.  
Implications for Clinical Practice 
Literature has concentrated on the efficacy of MBCT for affective 
disorders (Kenny & Williams, 2007; Miller, et al., 1995; Paul, et al., 2004).  
The majority of this literature focuses on the efficacy of MBCT in working 
aged adults (18-65 years).  Depression is prevalent in the older adult 
population and it is often undetected, untreated which increases the risk of 
suicide (Stickle & Onedera, 2006).  Few studies have dedicated themselves 
to exploring mindfulness based therapies with older adults (>65 years).  As a 
result there is a risk that older adults may be excluded from potentially useful 
interventions for depression.  Little is known about why people take up or 
continue to practice mindfulness.  This study is novel in that it explores the 
acceptability of mindfulness within the older adult population in attempt to 
highlight the factors that influence mindfulness.  The findings are promising 127 
 
in that older adults with minimal to mild depression were found as having 
positive attitudes towards mindfulness as a new intervention for depression.  
This suggests that were services to offer MBCT, this population would be 
interested in partaking.  The findings from this study could be interpreted as 
complementary the current literature on mindfulness as it highlights some of 
the factors that could influence uptake of mindfulness practice.  This study 
identified some of the beliefs and particular impressions that older adults with 
depression hold about mindfulness, for example, individuals wanting to take 
responsibility for their depression and treatment.  The findings suggest that 
older adults are likely to accept mindfulness as an intervention for recurrent 
depression.      
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